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Preface 


Patient  outcomes  research  is  a  major,  new  conceptual  and  methodological  frontier  in  the 
conduct  of  health  services  research.  Typically,  general  health  services  research  focuses 
on  very  basic  questions  concerning  the  organization,  delivery,  and  financing  of  health  care 
services — how  much  service?  what  service  or  procedure?  for  whom?  how  is  it  to  be 
provided?  by  whom?  when?  and  at  what  cost?  This  approach  emphasizes  systematic 
analysis  of  the  structure  and  process  of  health  care  delivery.  Research  questions  center 
on  issues  of  access,  utilization,  provider  behavior  and  productivity,  insurance  and  financial 
incentives,  and  quality  of  care.  Medical  effectiveness  research,  in  contrast,  shifts 
emphasis  to  measurement  of  the  health  outcomes  of  care  associated  with  different  clinical 
interventions.  The  critical  question  is  what  difference  does  the  delivery  of  care  make  with 
respect  to  the  health  status  of  the  patient  Comparative  analysis  of  the  clinical 
effectiveness  of  alternative  interventions  is  required  to  determine  what  works  best,  given 
wide  practice  variations  and  longstanding  provider  uncertainty. 

General  health  services  research  might  postulate  that  socioeconomic,  demographic,  and 
provider-related  variables  can  help  to  explain  differential  access  to,  or  utilization  of, 
health  care  services.  Or,  it  might  undertake  an  examination  of  the  factors  that  affect  the 
retention  of  primary  care  physicians  in  rural  areas.  These  are  important  questions. 
However,  all  the  usual  dependent  and  independent  variables  employed  in  general  health 
services  research  become  independent  variables  in  medical  effectiveness  resea-ch. 
Measures  of  access,  utilization,  provider  profiles,  locus  of  care,  nature  and  level  of 
insurance  coverage,  and  patient  characteristics  are  intermediate  and  contextual  variables 
that,  together  with  a  specific  preventive,  diagnostic,  or  therapeutic  intervention,  can  help 
to  explain  variation  in  patient  outcomes. 

Other  key,  distinctive  characteristics  of  medical  effectiveness  research  include  its 
multidisciplinary  nature  (social  and  clinical  scientists  working  together  as  members  of  a 
team),  its  systematic  use  of  a  variety  of  analytical  methods  (e.g.,  meta-analysis,  decision 
analysis,  utility  analysis,  and  cost-effectiveness  analysis),  and  its  incorporation  of  both 
objective  and  subjective  measures  of  outcomes  (e.g.,  lab  test  results  as  well  as  quality  of 
life  indicators).  In  addition,  one  of  the  underlying  premises  of  medical  effectiveness 
research  is  that  both  the  provider  and  the  patient  must  play  active  and  informed  roles  in 
deciding  what  is  the  most  preferred  strategy  or  treatment  to  address  the  specific  health 
condition. 

The  policy  relevance  of  medical  effectiveness  research  is  extremely  high.  The 
development  and  periodic  enhancement  of  clinical  practice  guidelines,  and  the  possible 
realization  of  greater  economy  in  the  health  care  budget,  rest  on  the  accumulation  of  new 
scientific  knowledge  about  the  comparative  effectiveness  of  high  cost  and  potentially 
overutilized  medical  and  surgical  strategies.  This  activity  is  a  principal  responsibility  of 
the  Agency  for  Health  Care  Policy  and  Research  (AHCPR)  through  its  Medical  Treatment 
Effectiveness  Program  (MEDTEP).  In  order  to  help  health  policy  to  be  sensitive  to  the 
needs  of  different  population  groups  and  areas  of  the  country,  medical  effectiveness 
research  must  also  measure,  where  appropriate,  the  ethnic  and  cultural  dimensions  of  the 
delivery,  use,  and  preference  for  clinical  interventions  or  strategies  (and  related  delivery 
and  compliance  factors).  Clinical  strategies  need  to  be  tailored  to  ethnic-specific  risk 


factors  and  health  outcomes  -  what  works  best  for  one  group  or  in  any  one  delivery 
setting  may  not  for  others.  This  was  one  of  the  primary  reasons  for  the  recent 
development  by  AHCPR  of  the  MEDTEP  Research  Centers  on  Minority  Populations 
program,  which  focuses  on  the  design,  training,  and  dissemination  aspects  of  outcomes 
research  as  it  pertains  to  and  affects  the  health  of  African-American,  American  Indian, 
Asian-Pacific  Islander,  Hispanic,  and  other  population  groups. 

Most  racial  and  ethnic  minority  populations  experience  disproportionate  economic  and 
structural  limits  on  the  availability  of,  and  access  to,  various  health  care  services. 
Consequently,  the  investigator  may  find  it  difficult  to  ask  about  the  effectiveness  of  care 
when  it  is  perceived  to  be  either  "second  best"  or  the  standard  treatment  strategies  are  not 
available.  MEDTEP,  however,  deals  with  this  by  asking  about  the  comparative 
effectiveness  of  prevailing  strategies  for  specific  population  groups  and  clinical  conditions, 
as  well  as  by  empirically  defining  new  standards  of  care  based  on  available  science.  In 
other  words,  MEDTEP  research  findings  can  help  to  shape  clinical  practice  guidelines  that 
may  recommend  the  allocation  of  more  rather  than  fewer  resources  to  the  care  of 
individuals  and  groups  with  a  specific  health  condition. 

Under  MEDTEP,  attention  shifts  from  the  usual  discussion  of  general  mortality  and 
morbidity  indices.  Instead,  emphasis  is  on  the  more  rigorous  task  of  directly  measuring 
changes  in  functional  status,  patient  preference,  and  quality  of  life.  MEDTEP  deals  with 
the  most  effective  and  appropriate  strategies  to  use  given  the  extant  distribution  of 
resources  and  the  characteristics  of  that  distribution  (e.g.,  access,  socioeconomic  profile, 
locus  of  care,  and  type  of  providers). 

Where  are  we  currently  in  this  dynamic  area  of  research?  Medical  effectiveness  research 
is  a  new  and  continually  developing  field  of  inquiry  and  does  not  yet  have  any  definitive 
answers  to  the  question,  "what  works  best?"  Population-specific  medical  effectiveness 
research,  moreover,  is  certainly  in  its  infancy.  To  help  establish  an  initial  foundation  for 
medical  effectiveness  research  involving  racial  and  ethnic  populations,  this  annotated 
bibliography  was  undertaken.  Its  organization  should  provide  a  road  map  of  relevant 
dependent  and  independent  variables  and  some  of  the  methods  and  data  that  should  be 
considered  in  the  conduct  and  interpretation  of  results  in  medical  effectiveness  or  patient 
outcomes  research.  The  bibliographic  documentation  of  the  actual  conduct  of  outcomes 
research  and  related  findings  on  racial  and  ethnic  groups  in  the  United  States,  however, 
is  dependent  on  a  critical  mass  of  investigations  that  are  either  incipient  or  yet  to  be 
formulated. 

This  bibliography  compiles  and  annotates  selected  literature  in  the  field  over  the  last  eight 
years.  The  literature  review  was  geared  to  identify  studies  in  six  clinical  areas  (coronary 
heart  disease  and  hypertension,  asthma,  diabetes  and  end-stage  renal  disease,  cancer, 
infant  mortality  and  low  birthweight,  and  HIV/ AIDS)  which  include  many  of  the  medical 
conditions  associated  with  excess  mortality  and  morbidity  in  low-income  racial  and  ethnic 
groups,  and  which  also  constitute  some  of  the  major  areas  of  investigation  selected  by 
MEDTEP  Research  Centers  on  Minority  Populations. 
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This  literature  search  was  conducted  using  the  Medical  Literature  Analysis  and  Retrieval 
System  (MEDLARS)  offered  by  the  National  Library  of  Medicine  (January  1987-January 
1994).  Specific  on-line  systems  using  MEDLINE  and  specialized  files  such  as 
AIDSLINE  and  CANCERLIT  were  searched  for  specific  clinical  conditions  by  racial  and 
ethnic  group.  The  search  excluded  studies  in  the  areas  of  gerontology,  general  pediatrics, 
mental  health,  and  research  conducted  outside  the  United  States.  However,  the  major 
articles  that  describe  and  discuss  patient  outcomes  research,  medical  effectiveness,  and 
practice  variations  were  included  as  a  substantive  set  of  references  in  this  bibliography. 
In  addition,  literature  on  risk  factors  and  methodological  approaches  to  the  study  of  low- 
income  racial  and  ethnic  groups  was  also  included.  An  appendix  on  recent  national  and 
state  reports,  and  other  related  literature,  is  provided  for  reference. 
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I.    Outcomes  Research:  Definition,  Measurement,  and 
Approaches 

This  section  highlights  some  of  the  most  recent  studies  that  describe  the  nature  and  extent 
of  variations  in  medical  practice.  One  of  the  major  premises  of  the  Medical  Effectiveness 
Treatment  Program  is  that  inappropriate  variations  in  clinical  practice  are  often  associated 
with  adverse  patient  outcomes  and/or  inefficient  use  of  resources.  Studies  show  that  these 
variations  are  often  explained  by  differences  in  the  practice  style  of  health  care  providers 
and  by  uncertainty  as  to  the  most  appropriate  strategy  to  use  in  the  prevention,  diagnosis, 
treatment,  and  management  of  various  clinical  conditions. 

Brennan,  T.A.,  Herbert,  L.E.,  Laird,  N.M.,  et  al.  (1991,  June).  Hospital  characteristics 
associated  with  adverse  events  and  substandard  care.  Journal  of  the  American  Medical 
Association  265(24):3265-9. 

Interhospital  variation  in  adverse  events  (AEs),  defined  as  injuries  due  to 
medical  treatment,  and  that  subset  of  AEs  caused  by  negligence,  were 
explored  in  a  sample  of  31,000  medical  records  drawn  from  a  random 
selection  of  51  hospitals  in  New  York  in  1984.  A  substantial  variation  in 
both  AE  rates  and  the  percentage  of  AEs  due  to  negligence  among  hospitals 
was  found.  Data  revealed  that  primary  teaching  institutions  had  significantly 
higher  rates  (4.1  percent)  and  rural  hospitals  had  significantly  lower  ones  (1.0 
percent).  The  percentage  of  AEs  due  to  negligence  was  lower  in  primary 
teaching  (10.7  percent)  and  for-profit  (9.5  percent)  hospitals,  and  was 
significantly  higher  in  hospitals  with  predominantly  (greater  than  80  percent) 
minority  patients  who  had  been  discharged  (37  percent).  Results  suggest  that 
AEs  and  negligence  are  not  randomly  distributed  and  that  certain  types  of 
hospitals  have  significantly  higher  rates  of  injuries  due  to  substandard  care. 

Brook,  R.H.  (1991,  September).   Quality  of  care:   Do  we  care?   Annals  of  Internal 

Medicine  1 15(6):486-90. 

The  quality  of  U.S.  health  care  must  improve.  Practicing  physicians  need  to 
become  involved  in  generating  new  knowledge  about  what  does  and  does  not 
work  in  medical  practice.  Physicians  might,  for  example,  participate  in 
building  national  databases  on  chronic  and  acute  conditions  using  data  from 
their  patients  or  might  help  to  enroll  patients  in  cohort  studies  or 
experimental  trials.  Knowledge  is  now  sufficient  to  support  a  substantial 
investment  of  funds  in  improving  what  physicians  do  in  medical  practice  and 
in  developing  publicly  available  standards  of  medical  practice.  Such 
standards  or  guidelines  could  be  used  by  both  physicians  and  patients  as  part 
of  an  explicit  process  to  assess  the  medical  appropriateness  of  expensive  or 
dangerous  procedures  before  they  are  applied.  In  addition,  the  competence 
with  which  care  is  delivered  also  needs  to  be  measured.  Both  of  these 
assessments  should  be  used  prospectively  by  physicians  to  help  patients 
choose  the  referral  source  that  will  incorporate  their  preferences. 
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Chassin,  M.R.,  Kosecoff,  J.,  Park,  R.E.,  et  al.  (1987,  November).  Does  inappropriate  use 
explain  geographic  variations  in  the  use  of  the  health  services?  A  study  of  three 
procedures.  Journal  of  the  American  Medical  Association  258(18^:2533-7. 

This  study  examined  the  appropriateness  of  coronary  angiography,  carotid 
endarterectomy,  and  upper  gastrointestinal  tract  endoscopy  and  the 
relationship  to  geographic  variations  in  the  rates  of  use  of  these  procedures. 
Those  selected  were  geographic  areas  of  high,  average,  and  low  use  of  these 
procedures  and  randomly  sampled  Medicare  beneficiaries  who  had  received 
one  of  the  procedures  in  1981.  Indications  for  the  procedure  were  determined 
using  a  detailed  review  of  medical  records  and  previously  developed  ratings 
of  appropriateness.  Differences  among  sites  in  levels  of  appropriateness  were 
small.  Coronary  angiography  was  performed  2.3  times  as  frequently  in  the 
high-use  site  compared  with  the  low-use  site.  Under  the  conditions  of  this 
study,  there  were  significant  levels  of  inappropriate  use  of  procedures.  It  was 
concluded  that  differences  in  appropriateness  cannot  explain  geographic 
variations  in  the  use  of  these  procedures. 

Cleary,  P.D.,  Greenfield,  S.,  Mulley,  A.G.,  Pauker,  S.G.,  Schroeder,  S.A.,  (1991,  July). 
Variations  in  length  of  stay  and  outcomes  for  six  medical  and  surgical  conditions  in 
Massachusetts  and  California.  Journal  of  the  American  Medical  Association  266(l):73-9. 
This  study  examined  the  extent  to  which  interinsututional  variations  in  length 
of  stay  are  explained  by  differences  in  patient  characteristics  and  whether 
patients  in  hospitals  with  shorter  lengths  of  stay  had  worse  outcomes.  In  six 
teaching  hospitals  between  73  percent  and  84  percent  of  2,484  selected 
patients,  who  had  been  hospitalized  for  acute  myocardial  infarction  or  to  rule 
out  acute  myocardial  infarction,  coronary  artery  bypass  graft  surgery,  total  hip 
replacement,  cholecystectomy,  or  transurethral  prostatectomy,  were  identified. 
Three  to  12  months  after  hospital  discharge,  a  follow-up  questionnaire,  was 
completed.  Significant  interinstitutional  differences  in  length  of  stay  were 
noted  for  all  conditions,  except  rule-out  acute  myocardial  infarction. 
Adjustment  for  case-mix  differences  accounted  for  most  of  the 
interinstitutional  differences  in  length  of  stay  for  total  hip  replacement,  but 
explained  little  of  the  differences  in  the  other  conditions.  When  controlling 
for  other  predictors,  length  of  stay  did  not  have  a  significant  impact  on 
deaths,  functional  status  after  hospital  discharge,  the  probability  of 
readmission,  or  patient  satisfaction  with  hospital  care. 

Gemson,  D.H.,  Elinson,  J.,  Messed,  P.,  (1988).  Differences  in  physician  prevention 
practice  patterns  for  white  and  minority  patients.    Journal  of  Community  Health 

13(l):53-64.   

A  telephone  survey  of  120  randomly  selected  primary  care  physicians  in  New 
York  City  was  completed  in  1984  concerning  physicians'  recommendations 
for  health  promotion  and  disease  prevention.  Responses  from  physicians  with 
50  percent  or  more  black  and  Hispanic  patients  were  compared  with 
responses  from  physicians  with  50  percent  or  more  white  patients.  The 
former  were  found  to  be  less  likely  to  follow  guidelines  from  nationally 
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recognized  organizations  for  health  promotion  and  disease  prevention, 
although  they  were  just  as  likely  to  value  the  importance  of  prevention  in 
primary  care.  Physicians  with  predominantly  black  and  Hispanic  patient 
populations  were  significantly  less  likely  to  recommend  screening 
mammography  or  recommend  influenza  vaccination  for  patients  65  or  older 
when  compared  with  physicians  with  predominantly  white  patient  populations. 
Factors  that  appeared  to  contribute  to  the  difference  in  prevention  practice 
patterns  include  physician  training  and  education,  the  socioeconomic  status 
of  the  patients,  and  the  time  physicians  spend  with  patients.  Differences  in 
quality  of  preventive  care  provided  to  minority  patients  may  be  an  additional 
factor  in  the  disparity  between  the  health  status  of  white  and  non-white 
Americans. 


Gemson,  D.H.,  Elinson,  J.,  (1986,  July- August).  Prevention  in  primary  care:  Variability 
in  physician  practice  patterns  in  New  York  City.  American  Journal  of  Preventive 
Medicine  2(4):226-34. 

This  study  involved  a  telephone  survey  of  120  randomly  selected  primary 
care  physicians  in  New  York  City.  This  survey  focused  on  physicians' 
recommendations  for  health  promotion  and  disease  prevention.  Of  the 
physicians  surveyed,  87  percent  agreed  upon  the  need  to  include  health 
promotion  and  disease  prevention  in  their  practices.  Reasons  given  foi  the 
failure  to  practice  more  prevention  included  "lack  of  time"  (70  percent), 
"inadequate  reimbursement"  (60  percent),  and  "unclear  recommendations" 
(58  percent).  Approximately  four  out  of  five  of  the  physicians  felt  a  task 
force  was  needed  to  "clarify  recommendations"  for  preventive  medicine. 

Kahn,  K.L.,  Keeler,  E.H.,  Sherwood,  M.J.,  et  al.  (1990,  October).  Comparing  outcomes 
of  care  before  and  after  implementation  of  the  DRG-based  prospective  payment  system. 
Journal  of  the  American  Medical  Association  264(15):  1984-8. 

Patient  outcomes  were  compared  before  and  after  the  introduction  of  the 
diagnosis-related  group  based  prospective  payment  system  (PPS)  in  a 
nationally  representative  sample  of  14,012  Medicare  patients  hospitalized  in 
1981-1982  and  1985-1986  with  one  of  five  diseases.  For  the  five  diseases 
combined,  length  of  stay  dropped  24  percent  and  in-hospital  mortality 
declined  from  16.1  percent  to  12.6  percent  after  the  PPS  was  introduced. 
Thirty-day  mortality  adjusted  for  sickness  at  admission  was  1.1  percent  lower 
than  before  and  180-day  adjusted  mortality  was  essentially  unchanged  post- 
PPS.  For  patients  admitted  to  the  hospital  from  home,  4  percent  more 
patients  were  not  discharged  home  post-PPS  than  pre-PPS,  and  an  additional 
1  percent  of  patients  had  prolonged  nursing  home  stays.  The  introduction  of 
the  PPS  was  not  associated  with  a  worsening  of  outcomes  for  hospitalized 
Medicare  patients. 
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Kaplan,  S.H.,  Greenfield,  S.,  Ware,  J.E.  Jr.  (1989,  March).  Assessing  the  effects  of 
physician-patient  interactions  on  the  outcomes  of  chronic  disease.  Medical  Care 
27(3  Suppl):  SI  10-27. 

Growing  interest  in  the  doctor-patient  relationship  focuses  attention  on  the 
specific  elements  of  the  relationship  that  affect  patients'  health  outcomes. 
Data  are  presented  for  four  clinical  trials  conducted  in  varied  practice  settings 
among  chronically  ill  patients  differing  markedly  in  sociodemographic 
characteristics.  These  trials  demonstrated  that  "better  health"  measured 
physiologically  (blood  pressure  or  blood  sugar),  behaviorally  (functional 
status),  or  more  subjectively  (evaluations  of  overall  health  status)  was 
consistently  related  to  specific  aspects  of  physician-patient  communication. 
It  was  concluded  that  the  physician-patient  relationship  may  be  an  important 
influence  on  patients'  health  outcomes. 


Kasiske,  B.L.,  Neylan,  J.F.,  Riggio,  R.R.,  et  al.  (1991,  January).  The  effect  of  race  on 
access  and  outcome  in  transplantation.  New  England  Journal  of  Medicine  324(5):302-7. 
The  American  Society  of  Transplant  Physicians  directed  its  Patient  Care  and 
Education  committee  to  examine  the  issue  of  racial  inequality  in 
transplantation.  The  committee,  made  up  of  physicians  involved  in  clinical 
transplantation,  used  both  published  data  and  personal  experience  to  develop 
a  consensus  on  the  issues  and  problems  related  to  race  in  transplantation. 
This  article  summarizes  the  conclusions  reached  by  the  committee  and 
outlines  the  specific  recommendations. 

Luft,  H.S.,  Hunt,  S.S.  (1986,  May).  Evaluation  of  individual  hospital  quality  through 
outcome  statistics.  Journal  of  the  American  Medical  Association  255(20):278(M. 
Case  abstract  data  are  routinely  collected  by  hospital  abstracting  services, 
peer  review  organizations,  and  some  state  agencies.  These  data  have  proved 
invaluable  in  the  analysis  of  patterns  of  performance  across  large  numbers  of 
hospitals  and  have  shown,  for  example,  an  inverse  relationship  between 
diagnosis  or  procedure-specific  volume  and  outcomes.  Routinely  collected 
data  also  appear  to  be  an  attractive  means  for  identifying  hospitals  and, 
perhaps,  physicians,  with  particularly  good  or  poor  outcomes  for  their 
patients.  Unfortunately,  problems  of  small  numbers  of  patients  and  relatively 
low  rates  of  poor  outcomes  make  it  difficult  to  be  confident  in  the 
identification  of  individual  performers.  Recent  data  for  cardiac 
catheterization  patients  are  used  to  illustrate  this  problem. 

McHorney,  C.A.,  Ware,  J.E.  Jr.,  Rogers,  W.,  et  al.  (1992,  May).  The  validity  and  rela- 
tive precision  of  MOS  short  and  long-form  health  status  scales  and  Dartmouth  COOP 
charts.  Medical  Care  30(5  Suppl):  MS253-65. 

This  study  estimated  the  validity  and  relative  precision  (RP)  of  four  methods 
(MOS  long-  and  short-form  scales,  global  items,  and  COOP  Poster  Charts) 
in  measuring  six  general  health  concepts.  The  authors  also  tested  whether 
and  how  precisely  each  method  discriminated  relatively  well  adult  patients 
(N  =  638)  from  those  with  only  severe  chronic  medical  (N  =  168)  and  only 
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psychiatric  conditions  (N  =  163),  as  clinically  defined.  For  comparisons 
between  the  well  group  and  both  medical  and  psychiatric  groups,  RP 
estimates  favored  long-form  over  short-form,  multi-item  scales,  and  favored 
multi-item  scales  over  single-item  global  measures  and  poster  charts. 
Variations  in  RP  across  methods  and  concepts  were  linked  to  differences  in 
the  coarseness  of  measurement  scales,  reliability,  and  content.  These 
variations  in  RP  have  implications  for  the  interpretation  of  scores,  the 
statistical  power  of  comparisons  between  clinical  groups,  and  the  size  of 
confidence  intervals  around  individual  patient  scores. 


Medical  Practice  Patterns,  Patient  Outcomes,  and  Quality  of  Care  Assessment:  A  Selected 
Annotated  Bibliography.  (1989.  September!  Washington,  D.C.:  Association  of  American 
Medical  Colleges. 

This  publication  contains  detailed  descriptions  of  the  results  of  77  published 
journal  articles  from  the  years  1987—1989.  The  six  topical  areas  are: 
geographic  variations  in  medical  practice,  defining  appropriate  care  for 
specific  disease  conditions,  outcomes  assessment,  use  of  administrative  data 
sets,  and  assessing  and  improving  quality  of  care.  Its  focus  is  on  the  results 
of  recent  research  on  relationships  among  medical  practice,  patient 
assessment,  and  quality  of  care. 


Park,  R.E.,  Fink,  A.,  Brook,  R.H.,  et  al.  (1989,  April).  Physician  ratings  of  appropriate 
indications  for  three  procedures:  Theoretical  indications  vs.  indications  used  in  practice. 
American  Journal  of  Public  Health  79(4):445-7. 

A  recently  completed  community-based  medical  records  study  of  about  4,500 
patients  who  had  one  of  three  procedures  (coronary  angiography,  upper 
gastrointestinal  endoscopy,  and  carotid  endarterectomy)  shows  that  many  of 
the  theoretical  indications  are  seldom  or  never  used  in  practice.  However,  the 
data  revealed  substantial  disagreement  about  the  appropriateness  of 
indications  used  in  actual  cases.  Disagreement  is  defined  by  first  discarding 
the  two  extreme  of  nine  ratings,  then  looking  for  at  least  one  rating  near  the 
bottom  and  one  near  the  top  of  the  9-point  scale.  Patients  should  know  that 
a  substantial  percentage  of  procedures  are  performed  for  indications  about 
which  expert  physicians  disagree. 

Paul,  E.A.,  Gemsen,  D.H.  (1989,  December).  Nondrug  treatment  of  hypertension:  A 
survey  of  black  physicians  in  New  York  State.  Journal  of  the  National  Medical 
Association  81(12):  1233-9. 

A  survey  of  64  black  physicians  in  New  York  State  was  completed  in  April 
1988  concerning  physicians'  approach  to  the  nondrug  treatment  of 
hypertension.  The  physicians  clearly  support  the  use  of  nonpharmacologic 
treatment  of  mild  hypertension,  particularly  for  patients  with  diastolic  blood 
pressure  of  90  to  94  mmHg.  However,  very  little  time  appears  to  be  spent 
counseling  patients  with  respect  to  diet  and  weight  reduction.  There  was 
considerable  variability  in  the  degree  of  confidence  felt  by  physicians  in 


5 


recommending  nondrug  approaches  to  hypertension  control.  A  majority  of 
physicians  felt  that  their  training  did  not  prepare  them  for  counseling  patients 
about  diet  specifically,  or  for  practicing  preventive  medicine  generally.  The 
findings  of  this  survey  suggest  a  need  for  significantly  increased  attention  to 
training  physicians  in  prevention,  patient  counseling,  and  health  promotion. 

Raskin,  I.E.,  Maklan,  C.W.  (1991).  Medical  Treatment  Effectiveness  Research:  A  view 
from  inside  the  Agency  for  Health  Care  Policy  and  Research.  Evaluation  and  the  Health 
Professions  161-86. 

The  Medical  Treatment  Effectiveness  Program  (MEDTEP)  is  an 
intradepartmental  federal  program  of  the  Department  of  Health  and  Human 
Services,  for  which  the  Agency  for  Health  Care  Policy  and  Research 
(AHCPR)  has  lead  responsibility.  This  article  presents  a  staff  perspective  on 
the  conceptual  framework  for  the  MEDTEP  research  agenda  and  the 
opportunity  to  address  empirically  the  relationships  between  particular  health 
care  services  and  patient  outcomes.  It  reviews  programmatic  priorities  and 
identifies  active  MEDTEP  research  projects,  including  descriptions  of  11 
Patient  Outcomes  Research  Team  projects.  Finally,  it  addresses  the  need  to 
produce  useful  research  findings  in  the  short  term  and  the  implications  of  a 
dual  concern  for  the  quality  and  cost  of  health  care. 

Roos,  N.P.,  Wennberg,  J.E.,  McPherson,  K.  (1988).  Using  diagnosis-related  groups  for 
studying  variations  in  hospital  admissions.  Health  Care  Finance  Review  9(4):53-62. 
The  diagnosis-related  groups  (DRGs)  have  classically  focused  on  resources 
consumed  during  a  hospital  stay.    This  article  illustrates  how  consistent 
patterns  of  variations  in  admission  rates  can  be  used  to  classify  DRG 
categories  according  to  the  Index  of  Discretionary  Admissions.  The 
consistency  of  variation  in  admission  rates  for  modified  DRG  categories 
across  hospital  service  areas  in  Iowa,  California,  Massachusetts,  and  Maine 
was  high.  The  proportion  of  hospital  admissions  in  the  DRGs  judged  to  be 
most  discretionary  ranged  from  22  percent  in  Iowa  to  14  percent  in 
California- 
Roper,  W.L.,  Winkenwerder,  W.,  Hackbarth,  G.M.,  Krakauer,  H..  (1988,  November). 
Effectiveness  in  health  care:   An  initiative  to  evaluate  and  improve  medical  practice. 
New  England  Journal  of  Medicine  3 19(18):  1 197-202. 

The  initiative  described  in  this  paper  represents  a  major  new  direction  in 
health  care,  not  only  for  the  federal  government,  but  also  for  the  medical 
profession  and  the  entire  health  care  community.  Federal  agencies  will  be 
involved  in  the  collection  of  data  and  the  distribution  of  information  about  the 
health  care  system,  particularly  on  health  outcomes  that  will  influence 
medical  practices.  The  initiative  on  the  effectiveness  of  health  care  intends 
to  link  the  Department  of  Health  and  Human  Services  with  health  care 
providers,  researchers,  medical  educators,  private  purchasers,  and  consumer 
groups  in  a  continuous,  long-term,  cooperative  effort,  and  holds  many 
valuable  possibilities.  Among  them  are  better  information  for  physicians  and 
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patients  to  use  in  making  decisions,  improved  guidelines  for  medical  practice, 
better  protection  for  physicians  from  malpractice  suits  if  guidelines  are 
followed,  better  information  for  patients,  and  wiser  decisions  by  health  care 
purchasers. 

Soumerai.  S.B.,  Avorn,  J.  (1990,  January).  Principles  of  educational  outreach  "academic 
detailing  to  improve  clinical  decision  making.  Journal  of  the  American  Medical  Associa- 
tion 263(4):549-56. 

A  number  of  theories  and  principles  of  communication  and  behavior  change 
can  be  found  that  underlie  the  success  of  pharmaceutical  manufacturers  in 
influencing  prescribing  practices.  In  order  to  improve  physicians'  clinical 
decision  making  and  enhance  the  quality  and  cost  effectiveness  of  care,  the 
authors  suggest  some  techniques  referred  to  as  "academic  detailing."  These 
include:  conducting  interviews  to  investigate  baseline  knowledge  and 
motivations  for  current  prescribing  patterns;  focusing  programs  on  specific 
categories  of  physicians  and  opinion  leaders;  defining  clear  educational  and 
behavioral  objectives;  establishing  credibility  through  a  respected 
organizational  identity,  referencing  authoritative  and  unbiased  sources  of 
information,  and  presenting  both  sides  of  controversial  issues;  stimulating 
active  physician  participation  in  educational  interactions;  using  concise 
graphic  educational  materials;  highlighting  and  repeating  the  essential 
messages;  and  providing  positive  reinforcement  of  improved  practices  in 
follow-up  visits. 

Swets,  J.A.,  Getty,  D.J.,  Pickett,  R.M.,  D'Orsi,  C.J.,  Seltzer.  S.E.  (1991,  January-March). 

Enhancing  and  evaluating  diagnostic  accuracy.  Medical  Decision  Making  11(1):9-18. 
Techniques  that  may  enhance  diagnostic  accuracy  in  clinical  settings  were 
tested  in  the  context  of  mammography.  Statistical  information  about  the 
relevant  features  among  those  visible  in  a  mammogram  and  about  the  relative 
importance  in  the  diagnosis  of  breast  cancer  was  the  basis  of  two  decision 
aids  for  radiologists.  A  test  set  of  approximately  150  proven  cases  (including 
normals  and  benign  and  malignant  lesions)  was  interpreted  by  six 
radiologists,  first  in  their  usual  manner  and  later  with  the  decision  aids.  The 
enhancing  effect  of  these  feature-analytic  techniques  was  analyzed  across 
subsets  of  cases.  Accuracy  in  both  standard  and  enhanced  conditions 
decreased  regularly  and  substantially  as  case  difficulty  increased.  For  the 
most  difficult  case  sets,  the  observed  increases  in  accuracy  translated  into  an 
increase  of  about  0.15  in  sensitivity  (true-positive  proportion)  for  a  selected 
specificity  (true-negative  proportion)  of  0.85. 

Tarlov,  A.R.,  Ware,  J.E.  Jr.,  Greenfield,  S.,  Nelson,  E.C.,  Perrin,  E.  (1989,  August).  The 
Medical  Outcomes  Study:  An  application  of  methods  for  monitoring  the  results  of  medical 
care.  Journal  of  the  American  Medical  Association  262(7):925-30. 

The  Medical  Outcomes  Study  (MOS)  was  designed  to  determine  whether 
variations  in  patient  outcomes  are  explained  by  differences  in  system  of  care, 
clinician  specialty,  and  clinicians'  technical  and  interpersonal  styles,  and  to 
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develop  more  practical  tools  for  the  routine  monitoring  of  patient  outcomes 
in  medical  practice.  Outcomes  included  physical,  social,  and  role  functioning 
in  everyday  living;  patients'  perceptions  of  general  health  and  well-being;  and 
satisfaction  with  treatment.  Clinicians  (N  =  523)  were  randomly  sampled 
from  different  health  care  settings  in  Boston,  Chicago,  and  Los  Angeles.  In 
the  cross-sectional  study,  adult  patients  (N  =  22,462)  evaluated  their  health 
status  and  treatment  A  sample  of  these  patients  (N  =  2,349),  with  diabetes, 
hypertension,  coronary  heart  disease,  and/or  depression,  were  selected  for  the 
longitudinal  study.  Their  hospitalizations  and  other  treatments  were 
monitored  and  they  periodically  reported  outcomes  of  care.  At  the  beginning 
and  end  of  the  longitudinal  study,  MOS  study  staff  performed  physical 
examinations  and  laboratory  tests. 

Wenneker,  M.B.,  Epstein,  A.M.  (1989,  January).  Racial  inequalities  in  the  use  of 
procedures  for  patients  with  ischemic  heart  disease  in  Massachusetts.  Journal  of  the 
American  Medical  Association  261(2):253-7. 

This  study  examined  interracial  differences  in  the  utilization  of  coronary 
angiography,  coronary  artery  bypass  grafting,  and  coronary  angioplasty  for 
white  and  black  patients.  Data  included  all  admissions  for  circulatory 
diseases  or  chest  pain  to  Massachusetts  hospitals  in  1985.  After  controlling 
for  age,  sex,  payer,  income,  primary  diagnoses,  and  the  number  of  secondary 
diagnoses,  whites  underwent  significantly  more  angiography  and  coronary 
artery  bypass  grafting  procedures.  Although  utilization  differences  may 
reflect  patient  preference  or  different  levels  of  disease  severity  and 
socioeconomic  status  not  adequately  accounted  for,  this  study  suggests  that 
racial  inequalities  exist  in  the  use  of  procedures  for  patients  hospitalized  with 
coronary  heart  disease. 

Yarboro,  T.L.  (1990,  February).  Emergency  room  use  by  patients  from  the  family 
practice  of  a  black  physician.  Journal  of  the  National  Medical  Association  82(2):93-7. 
Lack  of  access  to  a  primary  care  physician  has  been  cited  as  a  major 
influence  on  the  patterns  of  emergency  department  use  by  low  income 
patients.  This  study,  however,  suggests  that  other,  equally  important  variables 
influence  this  problem.  Seven  hundred  ninety-four  visits  to  the  emergency 
department  during  1980  by  patients  from  the  practice  of  a  minority  physician 
were  reviewed.  The  study  supported  other  reports  of  frequent  and 
inappropriate  use  of  the  emergency  department  by  welfare  patients,  in  spite 
of  the  availability  of  the  family  physician.  The  high  percentage  of 
nontrauma-related  visits,  especially  in  the  age  group  of  20  to  30  year  olds, 
suggests  the  influence  of  sociocultural  factors  in  this  occurrence. 

Yergan,  J.,  LoGerfo,  J.P.,  Diehr,  P.  (1987,  July).  Relationship  between  patient  race  and 

the  intensity  of  hospital  services.  Medical  Care  25(7):592-603. 

This  study  reviews  evidence  on  whether  services  in  United  States  hospitals 
vary  by  racial  groupings  of  patients,  focusing  on  both  equity  and  quality  of 
hospital  services.  Patients  with  the  diagnosis  of  pneumonia  were  studied  at 
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16  randomly  selected  hospitals.  The  services  and  outcomes  studied  include 
five  measures  of  the  intensity  of  diagnostic  and  therapeutic  services  received 
by  patients,  and  death  rates  during  hospitalization.  The  findings  suggest  tnat 
nonwhite  pneumonia  patients  received  fewer  hospital  services  than  expected 
on  the  basis  of  their  health  characteristics  and  that  their  hospital  lengths  of 
stay  were  longer  than  expected.  No  consistent  differences  in  death  rates  were 
apparent.  It  is  concluded  that  patient  iacc  remains  a  potentially  significant 
characteristic  in  determining  the  intensity  of  care  provided  to  patients  in 
hospitals,  which  is  not  explained  by  differences  among  racial  groups  in  health 
status,  source  of  payment,  or  site  of  hospitalization. 
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II.    Behavioral  and  Structural  Risk  Factors:  Cost,  Quality  and 
Access 

This  section  illustrates  the  large  number  of  contextual  variables  that  can  help  to  explain 
health  outcomes  for  different  racial  and  ethnic  minority  populations.  Medical 
effectiveness  research  cannot  proceed  without  conceptual  and  statistical  acknowledgement 
of  the  influence  of  socioeconomic,  demographic,  and  behavioral  risk  factors  on  patient 
outcomes.  These  factors  play  a  central  role  in  practice  variations,  differential  access,  and 
information,  and  shape  the  nature  and  extent  of  patients'  feelings  about  self,  preferences, 
and  individual  and  family  resources  necessary  to  promote  and  maintain  favorable  health 
outcomes.  However,  this  research  must  proceed  beyond  past  and  current  studies  by 
extending  the  usual  descriptive  frontier  to  direct  empirical  measurement  of  what  works 
best  in  the  health  care  arena  and  what  risk  factors  influence  patient  outcomes  in  diverse 
population  groups. 

Ahem,  M.,  McCoy,  H.V.  (1992).   Emergency  room  admissions:  Changes  during  the 

financial  tightening  of  the  1980s.  Inquiry  29(l):67-79. 

During  the  1980s,  as  hospital  payment  systems  constricted  and  the  number 
of  uninsured  Americans  grew,  the  configuration  of  admissions  through  the 
emergency  room  changed  (as  measured  using  discharge  data  for  California 
patients  in  1983  and  1987).  The  study  suggested  that  the  probability  that 
uninsured  and  minority  patients  were  admitted  through  the  emergency  room 
increased  between  1983  and  1987.  In  addition,  the  probability  of  admission 
through  the  emergency  room  for  urgent/emergent  medical  conditions 
increased  for  uninsured  patients  and  Medicaid  patients,  indicating  that  access 
for  these  groups  has  deteriorated  during  the  period  when  payment  systems 
have  constricted. 

Becker,  T.M.,  Wiggins,  C.L.,  Key,  C.R.,  Samet,  J.M.  (1990).  Symptoms,  signs  and  ill- 
defined  conditions:  A  leading  cause  of  death  among  minorities.  American  Journal  of 
Epidemiology  131(4):664-8. 

The  study  examined  the  category  "symptoms,  signs,  and  ill-defined 
conditions"  for  nonspecific  causes  of  death  to  determine  whether  this 
categorization  of  cause  of  death  is  commonly  applied  to  New  Mexico's 
minority  populations,  using  state  vital  records  data  for  1958-1982. 
Age-specific  and  age-adjusted  death  rates  were  calculated  by  5-year  intervals 
for  Hispanics,  American  Indians,  and  non-Hispanic  whites.  Death  rates 
attributed  to  symptoms,  signs,  and  ill-defined  conditions  in  all  three  major 
ethnic  groups  in  New  Mexico  far  exceeded  the  national  rate  for  whites.  For 
males  in  the  period  1978-1982,  American  Indians  had  the  highest  rates, 
followed  by  Hispanics,  and  non-Hispanic  whites.  Comparable  differences 
were  observed  among  females.  The  authors  suggest  that  the  death  rate  for 
deaths  attributed  to  symptoms,  signs,  and  ill-defined  conditions  may  be  a 
potential  indicator  of  access  to  and  use  of  health  services  and  that  the 
categorization  may  strongly  affect  cause-specific  death  rates  in  minority 
populations. 
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Blendon,  R.J.,  Aiken,  L.H.,  Freeman,  H.E.,  Corey,  C.R.  (1989,  January).  Access  to  medi- 
cal care  for  black  and  white  Americans:  A  matter  of  continuing  concern.  Journal  of  the 
American  Medical  Association  261  (2):278— 81. 

A  1986  national  survey  of  use  of  health  services  shows  a  significant  deficit 
in  access  to  health  care  among  black  compared  with  white  Americans.  This 
gap  was  experienced  by  all  income  levels  of  black  Americans.  In  addition, 
the  study  points  to  significant  underuse  by  blacks  of  needed  medical  care. 
Moreover,  blacks  compared  with  whites  are  less  likely  to  be  satisfied  with  the 
qualitative  ways  their  physicians  treat  them  when  they  are  ill,  more 
dissatisfied  with  the  care  they  receive  when  hospitalized,  and  more  likely  to 
believe  that  the  duration  of  their  hospitalizations  is  too  short. 

Bowen,  D.J.,  Tomoyasu,  N.,  Cauce,  A.M.  (1991).  The  triple  threat:  A  discussion  of 
gender,  class,  and  race  differences  in  weight  Women  and  Health  17(4):  123— 43. 
Gender,  poverty  and  race  are  three  major  risk  factors  that  contribute  to  the 
high  prevalence  of  weight-related  problems  in  the  United  States.  Current 
psychological  literature  on  weight  management  has  generally  ignored  the 
effects  of  these  variables  and  their  implications  for  developing  interventions 
for  underserved  populations  which  include  women,  minorities,  and  poor 
people.  This  paper  discusses  the  literature  on  the  effects  of  gender,  race,  and 
class  on  weight  levels  that  can  affect  health  status.  Areas  of  further 
exploration  and  action  are  identified  to  address  problems  that  women  face 
regarding  weight. 

Braverman,  P.,  Oliva,  G.,  Miller,  M.G.,  Reiter,  R.,  Egerter,  S.  (1989,  August).  Adverse 
outcomes  and  lack  of  health  insurance  among  newborns  in  an  eight  county  area  of 
California,  1982-1986.  New  England  Journal  of  Medicine  321(8^:508-13. 

This  study  analyzed  hospital  discharge  data  on  births  in  an  eight-county 
region  of  California.  The  data  showed  an  increasing  lack  of  health  insurance 
that  was  associated  with  an  elevated  and  increasing  risk  of  adverse  outcomes 
in  newborns.  Between  1982  and  1986,  the  percentage  of  newborns  without 
health  insurance  increased  overall  by  45  percent.  The  increases  were  larger 
among  Asians  and  Latinos.  In  1986,  the  risks  were  especially  elevated  for 
uninsured  as  compared  with  privately  insured  blacks  and  Latinos.  It  appears 
that  the  elevated  and  increasing  risks  for  uninsured  newborns  are  explained 
at  least  in  part  by  inadequate  and  diminishing  access  to  care,  and  this  burden 
is  borne  disproportionately  by  blacks  and  Latinos. 

Buescher,  P.A.,  Larson,  L.C.,  Lenihan,  A.J.,  Nelson,  M.D.  (1993,  February).  WIC 
participation  can  reduce  low  birthweight  and  newborn  medical  costs:  A  cost-benefit 
analysis  of  WIC  participation  in  North  Carolina.  Journal  of  the  American  Dietetic 
Association  93(2):  163-6. 

The  present  study  linked  Medicaid  and  WIC  data  files  to  birth  certificates  for 
live  births  in  North  Carolina  in  1988.  Women  who  received  Medicaid 
benefits  and  prenatal  WIC  services  had  substantially  lower  rates  of  low  and 
very  low  birthweight  than  did  women  who  received  Medicaid  but  not  prenatal 
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WIC.  Among  white  women,  the  rate  of  low  birthweight  was  22  percent  lower 
for  WIC  participants  and  the  rate  of  very  low  birthweight  was  44  percent 
lower;  among  black  women,  these  rates  were  31  percent  and  57  percent 
lower,  respectively,  for  the  WIC  participants.  It  was  estimated  that  for  each 
$1.00  spent  on  WIC  services.  Medicaid  savings  in  costs  for  newborn  medical 
care  were  $2.91.  A  higher  level  of  WIC  participation  was  associated  with 
better  birth  outcomes  and  lower  costs. 


Caetano,  R.  (1987,  May).    Acculturation,  drinking  and  social  settings  among  U.S. 

Hispanics.  Drug  and  Alcohol  Dependence  19(3):2 15-26. 

This  paper  reports  survey  data  on  drinking  in  different  social  settings  and  the 
acculturation  of  Hispanics  to  U.S.  society.  Respondents  comprise  a 
household  probability  sample  of  U.S.  Hispanics.  The  acculturation  scale 
resulted  from  a  factor  analysis  of  respondents'  answers  to  questions  on  daily 
use  and  ability  to  speak,  read  and  write  English  and  Spanish;  preference  for 
media  in  English  or  in  Spanish;  ethnicity  of  people  they  interact  with  in  their 
church,  parties  and  neighborhood  now  and  when  growing  up;  and  values 
thought  to  be  characteristic  of  the  Hispanic  way  of  life.  Seven  different 
social  settings  were  considered.  Analyses  of  these  data  support  the 
hypothesis  that  Hispanics  who  are  more  acculturated  drink  more  frequently 
than  less  acculturated  Hispanics  in  a  number  of  social  settings.  The  effect  of 
acculturation  appears  to  be  independent  of  income  and  work  status. 


Congress,  E.P.,  Lyons,  B.P.  (1992).  Cultural  differences  in  health  beliefs:  Implications 
for  social  work  practice  in  health  care  settings.  Social  Work  in  Health  Care  7(3):81-96. 
Individuals  of  diverse  ethnic  backgrounds  often  have  beliefs  about  health, 
disease  and  treatment  which  vary  significantly  from  American  scientific 
medical  practice.  Cultural  and  subcultural  health  beliefs  also  vary  among 
blacks,  Hispanics  and  Asians.  Individual  differences  within  cultural  groups 
may  be  influenced  by  length  of  time  in  the  United  States,  age  and 
socioeconomic  status. 


Cornelius,  L.J.  (1991,  July).  Access  to  medical  care  for  black  Americans  with  an  episode 
of  illness.  Journal  of  the  National  Medical  Association  83(7):6 17-26. 

Analyses  were  conducted  to  examine  the  use  of  ambulatory  and  inpatient 
medical  care  by  1,150  whites  and  blacks  under  the  age  of  65  who 
experienced  an  episode  of  illness  and  lived  around  sites  serviced  by  the 
Community  Hospital  Program.  After  controlling  for  demographic  factors, 
health  status,  and  aspects  of  the  usual  source  of  care,  multivariate  analyses 
revealed  that  race  was  not  a  determinant  of  differences  found  in  the  use  of 
ambulatory  and  inpatient  medical  care,  or  the  likelihood  that  an  individual 
was  cured  of  the  condition  causing  him  or  her  the  most  worry.  Differences 
in  the  use  of  care  for  blacks  were  believed  to  have  occurred  because  blacks 
were  disproportionately  found  in  groups  that  used  less  medical  care,  i.e., 
low-income  groups,  the  uninsured,  and  those  without  a  usual  source  of  care. 
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Council  on  Scientific  Affairs.  (1991,  January).  Hispanic  health  in  the  United  States. 

Journal  of  the  American  Medical  Association  265(2):248-52. 

Risk  factors  for  morbidity  and  mortality  vary  among  Hispanic  subgroups. 
Use  of  health  care  services  is  affected  by  perceived  health  care  needs, 
insurance  status,  income,  culture,  and  language.  Compared  with  whites, 
Hispanics  are  more  likely  to  live  in  poverty,  be  unemployed  or 
underemployed,  have  less  education,  and  lack  private  insurance.  Hispanics 
are  at  an  increased  risk  for  certain  medical  conditions,  including  diabetes, 
hypertension,  tuberculosis,  human  immunodeficiency  virus  infection, 
alcoholism,  cirrhosis,  specific  cancers,  and  violent  deaths.  Proportionate  to 
their  representation  in  the  population,  there  are  few  Hispanic  health  providers, 
emphasizing  the  need  for  all  medical  personnel  to  be  knowledgeable  about 
Hispanic  health  care  needs. 

Dattel,  B.J.  (1990,  April).  Substance  abuse  in  pregnancy.  Seminars  in  Perinatology 
14(2):  179-87. 

The  number  of  women  who  abuse  drugs  during  pregnancy  is  unknown,  but 
as  many  as  375,000  infants  may  be  affected.  Although  some  substances 
appear  to  result  in  less  damage  than  others,  it  is  impossible  to  differentiate 
individual  effects  because  of  the  common  use  of  multiple  substances.  The 
potential  for  synergy  among  substances  with  similar  physiological  effects  of 
substance  abuse  is  often  obvious;  however,  it  is  the  long-term  effects  that 
have  only  recently  begun  to  be  examined.  These  long-term  effects  will 
involve  both  the  individual  and  society. 

Dawson,  D.  (1988,  October).  Ethnic  differences  in  female  overweight:  Data  from  the 
1985  National  Health  Interview  Survey.  American  Journal  of  Public  Health 
78(10):  1326-9. 

Ethnic  differences  in  female  overweight  were  analyzed,  using  data  from  the 
National  Health  Interview  Survey.  The  sample  consisted  of  approximately 
17,000  women,  18  years  of  age  and  older.  After  adjusting  for  age  and 
poverty  status,  there  were  clear  differences  in  the  proportions  of  women  20 
percent  or  more  overweight  among  black,  Hispanic  and  other  white  women. 
Black  women  were  less  likely  than  white  women  to  perceive  themselves  as 
overweight,  when  categorized  by  actual  weight  relative  to  ideal  weight. 
There  was  no  difference  by  ethnicity  in  the  proportion  of  women  trying  to 
lose  weight  among  those  who  perceived  themselves  as  overweight  These 
findings  suggest  that  women  use  ethnic-specific  standards  in  assessing 
overweight. 

Escobedo,  L.G.,  Remington,  P.L.  Anda,  R.F.  (1989,  July-September).  Long-term  age- 
specific  prevalence  of  cigarette  smoking  among  Hispanics  in  the  United  States.  Journal 
of  Psychoactive  Drugs  21(3):307-18. 

This  study  examined  the  trends  in  the  prevalence  of  cigarette  smoking  among 
different  age  groups  of  Mexican-Americans,  Cuban-Americans  and  Puerto 
Rican-Americans.    Data  on  the  smoking  histories  of  8,286  adults  and 
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adolescents  from  the  1982-83  HHANES  were  analyzed.  The  findings  showed 
that  age-specific  rates  were  higher  for  men  than  for  women.  However,  rates 
declined  over  time  among  all  age  groups  of  Mexican-American  men,  and 
among  Puerto  Rican  and  Cuban- American  men  older  than  18  years.  In 
contrast,  rates  for  Mexican-American  women  did  not  change  over  time,  but 
they  increased  markedly  for  28-  and  38-year-old  Cuban  American  women  and 
most  age  groups  of  Puerto  Rican  women. 

Folsom,  A.R.,  Burke,  G.L.,  Byers,  C.L.,  et  al.  (1991,  June).  Implications  of  obesity  for 
cardiovascular  disease  in  blacks:  The  CARDIA  and  ARIC  studies.  American  Journal  of 
Clinical  Nutrition  53(6  Suppl):1604S-l  IS. 

This  study  examined  the  relationship  of  obesity  to  cardiovascular  disease  in 
blacks.  Data  were  analyzed  from  two  population  studies,  including  young 
and  middle-aged  adults.  Obesity  was  positively  associated  with  atherogenic 
plasma  lipids,  systolic  blood  pressure,  serum  glucose  and  insulin,  and 
prevalence  of  diabetes  mellitus.  The  strength  of  these  associations,  for  the 
most  part,  was  similar  in  blacks  and  whites.  However,  with  each  unit 
increase  in  sum  of  skinfold  thicknesses,  plasma  triglyceride  concentrations  in 
blacks  appeared  to  increase  only  one-third  to  one-half  as  much  as  in  whites. 
Prevalence  of  cardiovascular  disease  in  blacks,  45  to  65  years  eld,  was 
associated  with  obesity.  Additional  analyses  showed  that  abdominal  adiposity 
conferred  increased  risk. 

Gemson,  D.H.,  Sloan,  R.P.,  Messeri,  P.,  Goldberg,  I.J.  (1990,  May).  A  public  health 
model  for  cardiovascular  risk  reduction:  Impact  of  cholesterol  screening  with  brief 
nonphysician  counseling.  Archives  of  Internal  Medicine  150(5):985-9. 

The  purpose  of  this  study  was  to  examine  the  impact  of  cholesterol  screening 
with  brief  nonphysician  counseling  on  cardiovascular  risk  factors.  Employees 
(N  =  886)  at  a  large  financial  services  firm  underwent  two  fingerstick 
screenings  followed  by  brief  (3  to  5  minute)  counseling  by  a  registered  nurse. 
At  the  6-month  follow-up,  there  were  significant  declines  in  total  cholesterol 
levels,  weight,  blood  pressure,  and  number  of  people  reporting  smoking 
among  participants  with  a  baseline  cholesterol  value  of  5.2  mmol/L  (200 
mg/dL)  or  greater.  A  randomized  experiment  was  conducted  on 
137  participants  initially  classified  as  having  a  "borderline-high  blood 
cholesterol"  level  to  test  the  impact  of  frequency  of  follow-up.  Those 
receiving  frequent  follow-up  (cholesterol  measurement  and  brief  counseling 
at  2,  4,  and  6  months)  reported  significantly  greater  dietary  change  and 
demonstrated  a  trend  toward  greater  declines  in  total  cholesterol  compared 
with  those  receiving  follow-up  at  6  months  only.  The  results  of  this  study 
support  the  feasibility  and  efficacy  of  cholesterol  screening  utilizing  brief 
nonphysician  counseling  on  multiple  cardiovascular  risk  factors,  and  suggest 
an  enhanced  effect  when  patients  receive  more  frequent  follow-up. 

Ginzberg,  E.  (1991,  January).  Access  to  health  care  for  Hispanics.  Journal  of  the 
American  Medical  Association  265(2):238-41. 
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In  the  next  two  decades,  Hispanics  will  account  for  one  of  every  three  net 
additions  to  the  U.S.  population.  The  analysis  that  follows  considers  the 
critical  factors  that  collectively  will  determine  the  access  of  Hispanics  to  the 
health  care  system  and  illuminates  the  changes  that,  if  introduced,  will 
contribute  to  its  improvement.  These  issues  include  the  homogeneity  or 
heterogeneity  of  the  Hispanic  population;  the  extent  to  which  socioeconomic 
status  adversely  affects  Hispanic  access  to  health  care;  the  influence  of 
demographic  and  epidemiological  factors  on  their  needs  for  care;  the  role  of 
neighborhood  factors  in  determining  their  access  to  the  health  and  medical 
infrastructures;  the  paucity  of  Hispanic  health  professionals;  and,  finally,  the 
major  reform  proposals  currently  on  the  nation's  health  agenda  as  they  relate 
to  the  issue  of  improved  access  to  care  for  Hispanics. 


Hadley,  J.,  Steinberg,  E.P.,  Feder,  J.  (1991,  January).  Comparison  of  uninsured  and 
privately  insured  hospital  patients.  Journal  of  the  American  Medical  Association 
265(3):37-49. 

This  study  investigated  the  association  between  insurance  status  and  condition 
on  admission,  resource  use,  and  in-hospital  mortality.  Discharge  abstracts  for 
592,598  patients  hospitalized  in  a  1987  national  sample  were  analyzed.  In 
13  of  16  age-sex-race-specific  cohorts,  the  uninsured  had  a  44  percent  to  124 
percent  higher  risk  of  in-hospital  mortality  at  the  time  of  admission  than  did 
the  privately  insured.  After  controlling  for  this  difference,  the  actual 
in-hospital  death  rate  was  1.2  to  3.2  times  higher  among  uninsured  patients 
in  1 1  of  16  cohorts.  The  uninsured  also  were  29  percent  to  75  percent  less 
likely  to  undergo  each  of  five  high-cost  or  high-discretion  procedures,  and 
50  percent  less  likely  to  have  normal  results  on  tissue  pathology  reports  for 
biopsies  performed  during  five  of  seven  different  endoscopic  procedures.  The 
results  suggest  that  insurance  status  is  associated  with  a  broad  spectrum  of 
aspects  of  hospital  care. 


Hazuda,  H.P.,  Mitchell,  B.D.,  Haffner,  S.M.,  Stern,  M.P.  (1991).  Obesity  in  Mexican 
American  subgroups:  Findings  from  the  San  Antonio  Heart  Study.  American  Journal  of 
Clinical  Nutrition  53  (6  Suppl):1529S-34S. 

The  study  describes  the  prevalence  of  overweight  in  2,013  Mexican 
Americans  and  928  non-Hispanic  whites,  ages  25-65  years,  who  participated 
in  phase  2  of  the  San  Antonio  Heart  Study,  1984-1988,  and  examines 
differences  in  overall  obesity  and  body  fat  distribution  among  diverse 
Mexican  American  subgroups  defined  by  neighborhood,  socioeconomic  status 
(SES),  and  assimilation  to  mainstream  U.S.  society.  Prevalence  of 
overweight  was  greater  in  Mexican  Americans  than  in  non-Hispanic  whites, 
and  the  ethnic  difference  was  greater  in  women  than  in  men.  In  Mexican- 
American  men,  SES  and  cultural  assimilation  were  associated  with  less 
favorable  body  fat  distribution.  In  Mexican-American  women,  SES  and 
assimilation  were  associated  with  lower  overall  obesity  and  more  favorable 
body  fat  distribution. 
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Howard,  B.V.,  Welty,  T.K.,  Fabsitz,  R.R.,  et  al.  (1992,  October).  Risk  factors  for 
coronary  heart  disease  in  diabetic  and  nondiabetic  Native  Americans:  The  Strong  Heart 
Study.  Diabetes  41(Suppl  2):4— 1 1. 

The  study  includes  12  tribes  in  Arizona,  Oklahoma,  and  North  and  South 
Dakota.  Data  included  a  mortality  survey  to  determine  cardiovascular  disease 
(CVD)  death  rates  in  individuals  35-74  years  old  between  1984  and  1988,  a 
medical  record  review  to  determine  rates  of  myocardial  infarction  and  stroke 
for  individuals  ages  45-74,  and  a  physical  examination  on  persons  45-74 
years  old  to  measure  the  prevalence  of  cardiovascular  and  peripheral  vascular 
disease  and  risk  factors.  This  study  provides  data  on  the  relative  importance 
of  cardiovascular  risk  factors  in  nondiabetic  and  diabetic  Native  Americans 
and  provides  insight  into  possible  variations  in  the  quantitative  or  qualitative 
importance  of  CVD  risk  factors  among  diverse  population  groups. 

Izazola-Licea,  J.A.,  Valdespino-Gomez,  J.L.,  Gortmaker,  S.L.,  et  al.  (1991).  HIV-1 
seropositivity  and  behavioral  and  sociological  risks  among  homosexual  and  bisexual  men 
in  six  Mexican  cities.  Journal  of  Acquired  Immune  Deficiency  Syndrome  4(6):614-22. 
This  study  describes  the  epidemiology  of  sexual  behaviors,  HIV-1 
seroprevalence,  and  condom  use  in  gay  and  bisexual  men  in  six  Mexican 
cities  in  1988,  and  tests  the  extent  to  which  variations  in  sexual  behavior  and 
sociological  risks  are  responsible  for  vacations  in  prevalence.  Seroprevalence 
rates  among  samples  in  six  cities  ranged  from  2  percent  to  25  percent. 
Controlling  for  city,  insertive/receptive  behavior  (IRB),  and  meeting  partners 
in  bathhouses,  the  following  were  independently  related  to  seropositivity:  city, 
IRB,  syphilis,  sex  with  a  person  with  AIDS,  and  meeting  partners  in 
bathhouses.  The  condom  use  rate  on  last  sexual  encounter  was  30  percent. 
The  main  sexual  risk  for  HIV-1  infection  is  not  exclusively  receptive  anal 
sex,  but  rather  mixed  behavior.  This  association  may  be  explained  by  the 
infectious  state  of  the  partner  pools.  The  sociologic  risk  variables  (national 
and  local  partner  pools)  are  better  predictors  of  seroprevalence  than 
behavioral  variables. 


Johnson,  E.M.  (1987,  July-August).  Substance  abuse  and  women's  health.  National 
Institute  on  Drug  Abuse,  Alcohol,  Drug  Abuse,  and  Mental  Health  Administration, 
Rockville,  MD.  Public  Health  Reports  Suppl:42-8. 

The  prevalence  of  illicit  drug  use  is  higher  among  men  than  women,  but  new 
drug  use  occurs  at  twice  the  rate  for  females  as  for  males.  Recent  data  from 
emergency  rooms  and  medical  examiners  support  this  pattern,  but  females 
were  more  likely  than  males  to  report  use  of  tranquilizers,  antidepressants, 
and  some  nonbarbiturate  sedatives.  Recent  data  show  that  men  outnumbered 
women  in  drug  treatment  admissions  for  all  drugs  except  tranquilizers.  Drug 
abuse  and  dependence  are  the  second  most  commonly  reported  disorder  for 
women.  Lung  cancer  is  now  the  leading  cause  of  cancer  deaths  among 
women.  Smoking  poses  a  special  risk  of  coronary  heart  disease  for  women 
using  oral  contraceptives.  The  incidence  of  emphysema  among  women  has 
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also  risen  sharply.  Smoking  and  use  of  drugs  during  pregnancy  carries 
special,  serious  risks,  including  low  birthweights  and  fetal  abnormalities. 
Opiate  addiction  among  women  is  uncommon.  Acquired  immuno  deficiency 
syndrome  is  a  grave  risk  to  women  using  intravenous  drugs  and  to  their 
children. 

Kenton,  E.J.  (1991,  May).   Access  to  neurological  care  for  minorities.   Archives  of 

Neurology  48(5):480-3. 

Neurologic  disease  and  related  complications  are  the  major  causes  of 
morbidity  and  mortality  affecting  minorities  with  by  limited  access  to  health 
care.  Hypertension,  a  major  cause  of  stroke  in  the  black  population,  is  just 
one  example  of  the  impact  of  accessibility  to  intervention  in  central  nervous 
system  disease.  Health  statistics  note  the  persisting  gap  between  minority 
groups  and  the  nation's  norms  for  life  expectancy.  Aging  U.S.  population 
and  particularly  black  elderly  women,  combined  with  the  higher  infant 
mortality  among  minority  groups,  demonstrate  limited  access  issues  beyond 
economics,  reflecting  inner  city  mores,  cultural  barriers,  and  communication 
delay  limiting  contact  with  the  practicing  neurologist.  Awareness  of  such 
access  limitations  to  neurologic  care  for  minorities  demands  the  attention  of 
the  practicing  neurologist  and  the  neurologic  societies. 

Krieger,  N.  (1990).    Racial  and  gender  discrimination:    Risk  factors  for  high  blood 

pressure.  Social  Science  and  Medicine  30(12):1273-81. 

This  investigation  sought  to  determine  the  feasibility  of  asking  questions 
pertaining  to  race-  and  gender-biased  treatment  plus  response  to  unfair 
treatment,  and  to  assess  their  predictive  value  regarding  self-reported  high 
blood  pressure.  Using  random-digit  dialing,  51  black  and  50  white  women, 
ages  20-80,  who  resided  in  Alameda  County,  CA  in  1987,  were  identified 
and  interviewed  by  phone.  Among  black  respondents,  those  who  stated  they 
usually  accepted  and  kept  quiet  about  unfair  treatment  were  4.4  times  more 
likely  to  report  hypertension  than  women  who  said  they  took  action  and 
talked  to  others.  The  age-adjusted  risk  of  high  blood  pressure  among  black 
respondents  who  recounted  experiencing  zero  instances  of  race-  and 
gender-biased  treatment  was  2.6  times  greater  than  that  of  black  women  who 
reported  one  or  more  such  instances.  Among  white  respondents,  gender 
discrimination  was  not  associated  with  hypertension.  These  results  suggest 
that  an  internalized  response  to  unfair  treatment,  plus  non-reporting  of  race 
and  gender  discrimination,  may  constitute  risk  factors  for  high  blood  pressure 
among  black  women. 

Kumanyaka,  S.K.,  Obarzanek,  E.,  Stevens,  V.J.,  Hebert,  P.R.,  Whelton,  P.K.  (1991,  June). 

Weight-loss  experience  of  black  and  white  participants  in  NHLBI-sponsored  clinical  trials. 

American  Journal  of  Clinical  Nutrition  53(6  Suppl):1631S-8S. 

This  study  examined  race-specific  weight-loss  results  from  two  randomized, 
multicenter  trials:  the  Hypertension  Prevention  Trial  (HPT)  and  the  Trials  of 
Hypertension  Prevention  (TOHP).    Mean  weight  change  from  baseline 
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averaged  2.2  kg  less  in  black  women  than  in  white  women  during  18  months 
of  follow-up  in  TOHP,  and  2.7  kg  less  during  36  months  of  follow-up  in 
HPT.  Mean  weight  loss  averaged  2.0  kg  less  in  black  than  in  white  men  in 
TOHP  and  1.4  kg  less  in  HPT.  Because  of  greater  weight  gain  in  black 
control  subjects,  a  comparison  of  net  weight  loss  showed  a  less  marked 
difference  than  did  black-white  differences  in  weight  loss  within  the  actively 
treated  group.  Racial  differences  in  weight  loss  may  result  from  a 
combination  of  behavioral,  sociocultural,  biological,  and  programmatic 
factors. 


Lee,  D.J.,  Markides,  K.S.  (1991,  July).  Health  behaviors,  risk  factors,  and  health 
indicators  associated  with  cigarette  use  in  Mexican  Americans:  Results  from  the  Hispanic 
HANES.  American  Journal  of  Public  Health  81(71:859-64. 

Data  from  the  Southwestern  sample  of  the  Hispanic  Health  and  Nutrition 
Examination  Survey  (HHANES)  were  employed  to  investigate  differences  in 
health  behaviors,  risk  factors  and  health  indicators  between  cigarette  smokers 
and  nonsmokers  among  Mexican  Americans.  Differences  between  those 
smoking  less  than  10  and  10  or  more  cigarettes  per  day  were  also  examined 
by  age  group  and  gender.  Positive  associations  between  smoking  status  and 
heavy  coffee  and  alcohol  consumption  were  found  across  gender  and  age 
groups.  Lower  systolic  and  diastolic  blood  pressures  in  middle-aged  smokers 
and  higher  levels  of  depressive  symptomatology  among  smoking  women  were 
found.  Those  smoking  10  or  more  cigarettes  per  day  were  more  likely  to 
report  heavy  coffee  consumption,  with  younger  men  reporting  greater  activity 
limitation  due  to  poor  health.  Middle-aged  men  and  women  in  the  10+ 
category  were  generally  in  better  health  than  lighter  smokers.  Few  significant 
associations  between  smoking  and  health  status  were  noted. 


LeMarchand,  L.,  Kolonel,  L.N.,  Hankin,  J.H.,  Yoshizawa.  C.N.  (1989,  March).  Relation- 
ship of  alcohol  consumption  to  diet:  A  population-based  study  in  Hawaii.  American 
Journal  of  Clinical  Nutrition  49(3):567-72. 

The  relationship  of  alcohol  use  to  diet  was  examined  in  2,272  male  and  2,337 
female  adults  aged  45  years  and  older  who  provided  a  quantitative  diet 
history  during  1977-1979.  Mean  values  for  each  dietary  variable,  adjusted 
for  smoking,  ethnicity,  income,  and  education,  were  compared  in  each  sex 
between  abstainers  and  drinkers  and  by  tertile  of  ethanol  intake.  Drinkers 
were  found  to  be  less  obese  than  abstainers.  Consumption  of  carbohydrate, 
vitamins,  calcium,  fruits,  fruit  juices,  and  raw  vegetables  was  greater  among 
abstainers  whereas  consumption  of  fat,  cholesterol,  zinc,  meat,  pickled 
vegetables,  and  dried  fish  was  greater  among  drinkers.  Because  validations 
of  dietary  questionnaires  have  shown  that  alcohol  consumption  is  more 
accurately  recalled  than  food  intake,  the  possibility  of  a  residual  confounding 
effect  for  these  dietary  variables  should  be  considered  in  epidemiologic 
studies  of  alcohol  and  health. 
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Lewin-Epstein,  N.  (1991,  June).  Determinants  of  regular  source  of  health  care  in  black, 
Mexican,  Puerto  Rican,  and  non-Hispanic  white  populations.  Medical  Care  29(6):543-57. 
Although  access  to  health  services  has  improved  considerably  in  the  past  two 
decades,  there  is  growing  concern  about  the  locus  of  health  care  for  the  poor 
and  ethnic  minorities.  Particularly  in  urban  areas,  the  use  of  hospital 
outpatient  departments  and  emergency  rooms  by  the  indigent  has  been 
increasing.  This  article  examines  the  determinants  of  regular  source  of  care 
and  illuminates  the  ethnicity-poverty-health  care  nexus.  The  data  set 
analyzed  includes  blacks,  Mexicans,  Puerto  Ricans,  and  non-Hispanic  whites 
residing  in  poverty  areas  in  Chicago.  Multinomial  logit  analysis  is  used  to 
estimate  the  likelihood  of  having  a  particular  kind  of  regular  source  of  care. 
The  findings  demonstrated  considerable  ethnic  group  differences.  In 
particular,  blacks  tend  to  utilize  hospital  facilities  as  a  result  of  past 
constraints  and  their  current  dependence  on  public  insurance  programs. 
Mexicans  are  the  least  likely  to  have  a  regular  source  of  care  due  to  social 
and  cultural  barriers  such  as  language,  migration  status,  and  low  community 
participation.  The  implications  of  social  isolation  associated  with  poverty  are 
also  examined  and  discussed. 


Lex,  B.W.  (1987,  June).  Review  of  alcohol  problems  in  ethnic  minority  groups.  Journal 

of  Consulting  and  Clinical  Psychology  55(3):293-300. 

This  article  reviews  recent  research  on  alcohol  use  and  alcohol  problems 
among  black  Americans,  Hispanic  Americans,  and  American  Indians. 
Strengths  and  weaknesses  of  conventional  research  methods  and  lacunae  in 
current  information  are  examined.  To  date,  no  studies  have  systematically 
documented  variations  in  drinking  styles  and  factors  that  promote  or  maintain 
alcohol  abuse.  Each  minority  group  is  heterogeneous  in  its  drinking  patterns, 
drinking  problems,  and  psychological,  medical  and  social  consequences  of 
alcohol  abuse.  Collectively,  these  factors  have  important  implications  for 
evaluating  programs  to  treat  minority  persons.  It  is  suggested  that  future 
research  adopt  multidisciplinary  approaches  to  more  fully  characterize 
ethnopharmacological  profiles  of  alcohol  use  and  abuse  among  these  ethnic 
minorities. 

Little,  B.B.,  SneU,  L.M.,  Gilstrap,  L.D.,  Johnston,  W.L.  (1990,  May).  Patterns  of  multiple 
substance  abuse  during  pregnancy:  Implications  for  mother  and  fetus.  Southern  Medical 
Journal  83(5):507-9,  518. 

This  paper  describes  patterns  of  drug  use  such  as  choice  of  drug,  other 
substances  abused,  and  route  of  administration  in  174  women  who  reported 
methamphetamine,  cocaine,  heroin,  or  'Ts  and  blues"  abuse  during 
pregnancy.  Seventy-five  percent  reported  using  more  than  one  drug. 
Tobacco,  alcohol  and  cocaine  were  the  drugs  most  frequently  used  in 
combination  with  other  drugs.  The  extent  of  polydrug  use  observed  in  this 
study  emphasizes  the  difficulty  in  ascribing  adverse  maternal  or  fetal  health 
effects  to  single  substances  and  the  potential  for  interaction  effects  due  to 
multiple  substance  abuse. 


20 


Long,  S.H.  (1987).  Public  versus  employment  related  health  insurance:  Experience  and 
implications  for  black  and  non-black  Americans.  Milbank  Quarterly  65(Supp]  1):200-12. 
Despite  a  complex  web  of  private  and  public  health  insurance  programs,  over 
6  million  black  and  almost  31  million  nonblack  Americans  were  uninsured 
in  1985.  Although  the  situation  since  1980  had  deteriorated  relatively  less  for 
nonelderly  blacks,  this  group  remained  1.5  times  more  likely  to  be  uninsured. 
Because  of  differences  in  family  structure  and  economic  circumstances, 
blacks  are  less  likely  to  have  employment-related  insurance  and  are  more 
often  covered  by  a  public  program.  Mandated  employment-related  insurance 
is  less  likely  to  benefit  blacks  than  would  an  expansion  of  Medicaid.  A 
combined  approach  may  be  needed  to  reduce  the  total  number  of  uninsured 
Americans. 


Manton,  K.G.,  Patrick,  C.H.,  Johnson,  K.W.  (1987).  Health  differential  between  blacks 
and  whites.  Recent  trends  in  mortality  and  morbidity.  Milbank  Quarterly  65(Sudd1 
l):  129-99. 

Compared  to  whites,  black  Americans  continue  to  have  large  numbers  of 
premature  and  excess  deaths,  from  seven  major  causes.  Major  differences  in 
chronic  disease,  disability,  and  case  fatality  rates  persist  despite  similarities 
in  the  amount  of  health  care  received.  Thus,  the  nature  and  quality  of  care 
is  likely  to  be  dissimilar.  Epidemiological  and  clinical  evidence  suggests 
various  strategies  to  reduce  these  differentials  through  well-designed  public 
health  efforts  at  prevention.  These  will  have  to  deal  with  harsh  realities  of 
sociocultural,  economic,  and  political  contexts. 


Martin,  J.N.,  Martin,  R.W.,  Hess,  L.W.,  McColgin,  S.W.,  McCall,  J.F.  (1988,  December). 

Pregnancy-associated  substance  abuse  and  addiction:  Current  concepts  and  management. 

Journal  of  the  Mississippi  State  Medical  Association  29(12):369-74. 

It  is  now  clear  that  gestational  abuse  of  any  mood-altering  substance,  such  as 
alcohol  or  narcotics,  can  cause  serious  maternal  and  perinatal  problems.  The 
true  extent  of  drug  use  during  pregnancy  is  unknown,  because  it  is  always 
minimized  or  denied  by  patients  when  questioned  as  a  consequence  of 
societal,  personal  and  ethical  sensitivities  to  revealing  the  truth.  Yet  several 
surveys  during  the  last  two  decades  have  determined  that  two  of  the  three 
most  commonly  used  drugs  during  pregnancy  are  nicotine  and  alcohol. 


McCord,  C,  Freeman,  H.P.  (1990,  January).  Excess  mortality  in  Harlem.  New  England 

Journal  of  Medicine  322(3):  173-7. 

Using  data  from  the  1980  census  and  death  certificates  in  1979,  1980,  and 
1981,  mortality  rates  in  New  York  City's  Central  Harlem  health  district, 
where  96  percent  of  the  inhabitants  are  black  and  41  percent  live  below  the 
poverty  line,  were  examined.  For  Harlem,  the  age-adjusted  rate  of  mortality 
from  all  causes  was  the  highest  in  New  York  City,  more  than  double  that  of 
U.S.  whites  and  50  percent  higher  than  that  of  U.S.  blacks.  Excess  mortality 
was  among  those  less  than  65  years  old.  With  rates  for  the  white  population 
as  the  basis  for  comparison,  the  standardized  (adjusted  for  age)  mortality 
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ratios  (SMRs)  for  deaths  under  the  age  of  65  in  Harlem  were  2.91  for  male 
residents  and  2.70  for  female  residents.  The  highest  ratios  were  for  women 
25  to  34  years  old  and  men  35  to  44  years  old.  The  chief  causes  of  this 
excess  mortality  were  cardiovascular  disease,  cirrhosis,  homicide,  and 
neoplasms.  Survival  analysis  showed  that  black  men  in  Harlem  were  less 
likely  to  reach  the  age  of  65  than  men  in  Bangladesh. 

Pappas,  G.,  Queen,  S.,  Hadden,  W.,  Fisher,  G.  (1993).  The  increasing  disparity  in 
mortality  between  socioeconomic  groups  in  the  United  States,  1960  and  1986.  New 
England  Journal  of  Medicine  329:103-9. 

Using  records  from  the  1986  National  Mortality  Followback  Survey 
(N  =  13,491)  and  the  1986  National  Health  Interview  Survey  (N  =  30,725), 
direct  standardized  mortality  rates  and  indirect  standardized  mortality  ratios 
for  persons  25  to  64  years  of  age  according  to  race,  sex,  income,  and  family 
status  were  calculated.  The  inverse  relation  between  mortality  and 
socioeconomic  status  persisted  in  1986  and  was  stronger  than  in  1960.  The 
disparity  in  mortality  rates  according  to  income  and  education  increased  for 
men  and  women,  whites  and  blacks  and  family  members  and  unrelated 
persons.  Over  the  26  year  period,  the  inequalities  according  to  education 
level  increased  for  whites  and  blacks  by  over  20  percent  in  women,  and  by 
over  100  percent  in  men.  Despite  an  overall  decline  in  death  rate  since  1960, 
poor  and  poorly  educated  people  still  die  at  higher  rates  than  those  with 
higher  incomes  or  better  education,  and  this  disparity  increased  between 
1960-1986. 

Report  of  the  Joint  National  Committee  on  Detection,  Evaluation  and  Treatment  of  High 
Blood  Pressure.  (1988,  May).  Archives  of  Internal  Medicine  148(5):  1023-38. 
This  report  updates  findings  of  previous  reports  in  several  respects:  it 
broadens  the  step-care  approach  to  provide  more  flexibility  for  clinicians; 
encourages  greater  patient  involvement  in  the  treatment  program;  emphasizes 
a  consideration  of  the  quality  of  life  in  the  management  of  patients;  addresses 
the  cost  of  care;  provides  more  emphasis  on  control  of  other  risk  factors  for 
cardiovascular  disease;  includes  a  discussion  of  the  new  cholesterol 
guidelines;  recommends  a  reduction  in  alcohol  consumption;  and  discusses 
the  use  of  calcium  and  fish  oil  supplementation.  It  also  expands  earlier 
reports  on  special  populations,  including  blacks  and  other  racial  and  ethnic 
minority  groups,  young  and  elderly  patients,  pregnant  patients,  surgical 
candidates,  and  hypertensive  patients  with  cerebrovascular  disease,  coronary 
artery  disease,  congestive  heart  failure,  renal  disease,  chronic  obstructive 
pulmonary  disease,  and  diabetes  mellitus.  The  report  updates  previous  drug 
tables. 
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Rice,  M.F.,  Jones,  W.  (1991,  October).  The  uninsured  and  patient  dumping:  Recent 
policy  responses  in  indigent  care.  Journal  of  the  National  Medical  Association 
83(10):874-80. 

This  article  discusses  the  uninsured  population  and  the  phenomenon  known 
as  "patient  dumping" — the  transfer  of  a  patient  from  one  hospital  (typically 
a  private  hospital)  to  a  public  hospital  because  of  the  patient's  lack  of 
insurance  or  inability  to  pay.   The  uninsured  are  the  most  vulnerable  to 
patient  dumping.  The  growth  of  patient  dumping;  a  profile  of  the  uninsured, 
who  are  most  likely  to  be  members  of  a  minority  population  group;  and  an 
analysis  of  federal  and  state  policy  responses  to  patient  dumping  are  discussed.  The 
need  for  reform  of  the  American  health  care  system  is  highlighted,  and  the 
Canadian  health  system  is  suggested  as  an  alternative  model. 

Rogers,  R.G.,  Crank,  J.  (1988,  July- August).   Ethnic  differences  in  smoking  patterns: 

Findings  from  NHIS.  Public  Health  Reports  103(4):387-93. 

This  research  focuses  on  smokers'  characteristics  within  ethnic  groups. 
Special  attention  is  given  to  Mexican  Americans,  a  group  that  until  recently 
has  received  scant  attention  in  comparative  research  on  smoking.  In  general, 
ethnic  differences  in  smoking  vary  across  several  dimensions.  Many  Mexican 
American  females  never  smoke.  If  they  do,  they  begin  smoking  late,  smoke 
fewer  cigarettes  per  day,  and  are  more  likely  to  quit.  Although  many 
non-Hispanic  white  males  and  females  have  tried  smoking,  a  much  higher 
proportion  of  males  have  quit  Blacks  generally  display  rates  intermediate  to 
Mexican  Americans  and  non-Hispanic  whites,  with  relatively  low  rates  of 
cigarette  consumption.  Discussed  are  potential  mortality  effects,  possible 
intervention  strategies,  and  possible  directions  for  future  research. 

Savage,  P.J.,  Harlan,  W.R.  (1991).  Racial  and  ethnic  diversity  in  obesity  and  other  risk 
factors  for  cardiovascular  disease:  Implications  for  studies  and  treatment.  Ethnicity  and 
Disease  1(2):200-11. 

This  review  summarizes  current  knowledge  about  differences  in 
cardiovascular  disease  and  risk  factors  among  minorities  in  the  U.S. 
population  with  a  focus  on  differences  in  the  association  of  obesity  with 
cardiovascular  disease  risk  factors.  The  thesis  is  that  environment  and  its 
evolutionary  influence  are  important  in  risk-factor  changes,  although  genetic 
characteristics  moderate  the  impact  of  these  factors.  This  review  illustrates 
how  studies  of  minority  groups  can  help  to  understand  the  importance  and 
interaction  of  factors  leading  to  increased  cardiovascular  disease  risk. 
Guidelines  for  the  design  of  studies  that  may  better  explain  differences  in 
cardiovascular  disease  and  risk  factors  among  minorities  are  suggested  to 
improve  therapy  for  this  common  disorder.  Data  on  diabetes  are  used  in 
many  of  the  examples  presented. 
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Schlesinger,  M.  (1987).  Paying  the  price:  Medical  care,  minorities  and  the  newly 
competitive  health  care  system.  Milbank  Quarterly  65(Suppl  2):270-96. 

The  newly  competitive  health  care  system  reflects  both  an  excess  supply  of 
health  care  providers  and  a  greater  sensitivity  to  price  among  those 
purchasing  health  services.  These  dual  pressures  are  felt  in  public  programs 
as  well  as  in  private  markets.  A  competitive  ethos  is  also  changing  popular 
expectations  of  the  appropriate  relation  between  health  care  institutions  and 
their  communities.  These  changes  offer  opportunities  for  enhanced  access  to 
health  care  for  some  black  Americans,  but  portend  dire  restrictions  on  access 
for  the  least-advantaged  blacks.  They  also  threaten  to  reduce  significantly  the 
influence  exerted  by  black  communities  over  their  local  health  care  providers. 

Seale,  J.P.,  Williams,  J.F.,  Amodei,  N.  (1992,  August).  Alcoholism  prevalence  and 
utilization  of  medical  services  by  Mexican  Americans.  Journal  of  Family  Practice 
35(2):  169-74. 

In  this  study,  the  Short  Michigan  Alcoholism  Screening  Test  was  used  as  part 
of  a  health  screening  interview  of  Mexican  American  patients  attending  a 
South  Texas  family  health  clinic.  Screening  was  used  to  detect  alcoholism 
and  identify  the  health  care  needs.  Consistent  with  other  studies,  alcoholism 
was  more  prevalent  among  men  than  among  women.  The  prevalence  of 
24.4  percent  among  Mexican  American  men  was  similar  to  that  among  men 
from  other  ethnic  backgrounds.  The  4.2  percent  prevalence  among  Mexican 
American  women  was  comparable  to  that  among  other  women.  Equal 
percentages  of  alcoholics  were  identified  in  the  primary  care  clinic  and  the 
"walk-in"  clinic.  Compared  with  nonalcoholic  patients,  alcoholic  patients 
were  more  often  unemployed  or  disabled,  and  they  reported  more  hospi- 
talizations during  the  previous  year.  Employment  status  might  serve  as  an 
indicator  for  alcoholism  screening,  but  ethnicity  did  not.  Research  into  socio- 
economic and  cultural  influences  on  alcoholism  may  improve  the 
effectiveness  of  diagnosis  and  treatment  of  this  prevalent  disease. 

Shulman,  N.B.,  Martinez,  B.,  Brogan,  D.,  et  al.  (1986,  September).  Financial  cost  as  an 
obstacle  to  hypertension  therapy.  American  Journal  of  Public  Health  76(9):  1 105-8. 
A  home  health  interview,  including  blood  pressure  measurements,  was 
conducted  on  4,688  adults  representing  the  noninstitutionalized  population  of 
Georgia.  Subjects  with  diastolic  blood  pressure  greater  than  or  equal  to 
90  mmHg  or  on  antihypertensive  medication  were  considered  hypertensive. 
The  prevalence  of  uncontrolled  moderate  or  severe  hypertension  was 
1.9  percent.  With  the  exception  of  white  women,  all  race-sex  groups  with 
uncontrolled  moderate  or  severe  hypertension  reported  substantially  lower  per 
capita  income  than  their  mild  or  controlled  hypertensive  counterparts.  A 
larger  percentage  of  the  uncontrolled  moderate  to  severe  hypertensives  on 
medication,  as  compared  to  their  mild  or  controlled  counterparts,  reported 
economic  barriers  to  pharmacologic  and  medical  care  on  cost  of  medicines, 
refills,  and  office  visits.   Black  women  reported  these  barriers  more  than 
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whites.  These  findings  suggest  that  costs  of  antihypertensive  care  may  be  an 
obstacle  in  blood  pressure  control  for  certain  population  subgroups. 

Weisner,  C,  Schmidt,  L.  (1992,  October).  Gender  disparities  in  treatment  for  alcohol 
problems.  Journal  of  the  American  Medical  Association  268(  1 4):  1 872-6. 

A  study  was  conducted  to  examine  women's  access  to  treatment  for  alcohol 
problems  in  terms  of  the  prevalence,  characteristics,  and  treatment-seeking 
patterns  of  problem  drinkers  in  a  range  of  alcohol-specific  and  nonspecialized 
health  care  systems.  Consecutive  samples  of  admissions  in  public  alcohol 
treatment  (N  =  381),  drug  treatment  (N  =  210),  mental  health  treatment 
(N  =  406),  emergency  health  services  (N  =  2,626),  primary  health  clinics 
(N  =  394),  and  adults  in  the  general  population  (N  =  3,069)  were  taken  in  a 
Northern  California  county.  Rates  of  problem  drinking  were  higher  among 
men  than  women  across  all  samples.  However,  after  accounting  for  gender 
differences  in  general  population  rates,  women  in  all  of  the 
non-alcohol-specific  clinical  samples  were  at  greater  risk  than  men  for 
problem  drinking.  Men  reported  a  greater  variety  in  types  of  services  sought 
in  past  alcohol-related  treatment  encounters,  but  women  experienced  greater 
symptom  severity.  Female  problem  drinkers  were  more  likely  than  male 
problem  drinkers  to  use  non-alcohol-specific  health  care  settings,  particularly 
mental  health  treatment  services,  and  to  report  greater  symptom  severity. 

Weissman,  J.S.,  Stern,  R.,  Fielding,  S.L.,  Epstein,  A.M.  (1991,  February).  Delayed  access 
to  health  care:  Risk  factors,  reasons  and  consequences.  Annals  of  Internal  Medicine 
114(4)525-31. 

The  purpose  of  this  study  was  to  determine  characteristics  of  patients 
reporting  delays  in  care  before  hospitalization  and  the  reasons  for  those 
delays.  Surveys  and  personal  interviews  were  used  in  five  hospitals  in 
Massachusetts.  Subjects  were  drawn  from  a  consecutive  sample  of  all  adult 
patients  (excluding  obstetrics  and  psychiatry  patients)  hospitalized  during  the 
first  6  months  of  1987.  This  analysis  included  data  only  on  the  first 
admission  during  the  study  period  from  12,068  patients.  Delays  in  care  were 
reported  by  16  percent  of  patients.  The  odds  of  reporting  delays  in  care 
among  patients  who  were  black,  poor,  uninsured,  or  without  a  regular 
physician  were  40  percent  to  80  percent  greater  than  those  for  other  patients. 
Most  patients  who  reported  delays  thought  that  their  problem  was  not  serious. 
Cost  was  an  important  factor  in  delaying  care  for  patients  in  lower 
socioeconomic  positions.  The  odds  of  delaying  care  because  of  cost  for 
patients  who  were  both  poor  and  uninsured  were  12  times  greater  than  the 
odds  for  other  patients.  After  controlling  for  diagnosis-related  groups  (DRGs) 
and  severity,  patients  who  reported  delays  had  9  percent  longer  hospital  stays 
compared  with  others.  Patients  generally  thought  to  be  disadvantaged  are  at 
especially  high  risk  for  delaying  care  for  conditions  that  eventually  lead  to 
hospitalization. 
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III.  Selected  Clinical  Conditions 

The  clinical  conditions  selected  for  this  section  represent  some  of  the  proposed  areas  in 
which  racial  and  ethnic  groups  bear  a  disproportionate  burden  of  morbidity  and  mortality 
relative  to  the  general  population.  The  work  to  date  has  focused  on  white-black 
comparisons  and  few  studies  have  examined  these  conditions  in  Hispanics,  American 
Indians,  Alaska  Natives,  and  Asian  and  Pacific  Islander  population  groups,  or  women  in 
the  United  States.  Most  of  the  information  available  is  from  analyses  of  secondary  data 
sets  in  the  areas  of  pregnancy-related  conditions,  low  birthweight,  and  HIV/ AIDS.  The 
empirical  data  demonstrate  clear  and  consistent  racial  disparities  in  patient  outcomes 
which  continue  to  be  influenced  by  socioeconomic  status,  access  to  quality  of  care,  and 
health-related  risk  behaviors.  Overall,  the  studies  demonstrate  the  need  for  additional 
investigations  in  all  these  areas  and  encourage  future  researchers  to  include  known  risk 
factors  in  these  studies. 

A.    Coronary  Heart  Disease  and  Hypertension 

Alpert,  J.S.,  Goldberg,  R.,  Ockene,  I.S.,  Taylor,  P.  (1991).    Heart  disease  in  Native 

Americans.  Cardiology  78(1):3-12. 

Cardiovascular  disease  is  one  of  the  major  causes  of  death  among  Native 
Americans.  Ischemic  heart  disease  has  been  relatively  uncommon  in  the  past, 
but  this  condition  is  rapidly  becoming  more  frequent  among  Native 
Americans  as  a  result  of  Western  acculturation  (Western  high-fat  diet, 
smoking,  sedentary  lifestyle).  Hypertension  remains  a  major  problem  in 
Native  American  populations,  which  is  often  inadequately  detected  and 
treated.  Finally,  fetal  alcohol  syndrome  with  accompanying  cardiac 
malformations  is  common  among  American  Indians.  The  amount  of 
information  available  concerning  cardiovascular  disease  in  Native  Americans 
is  incomplete. 

Anastos,  K.,  Charney,  P.,  Charon,  R.A.,  Cohen,  E.,  Jones,  C.Y.  (1991,  August). 

Hypertension  in  women:  Working  group  on  women's  health  of  the  Society  of  General 

Internal  Medicine.  Annals  of  Internal  Medicine  1 15(4):287— 93. 

Epidemiologic  studies  and  clinical  trials  were  reviewed  to  assess  the  quantity 
and  quality  of  information  available  regarding  important  aspects  of 
hypertension  in  women.  The  results  showed  that  the  prevalence  of 
hypertension  is  greater  in  black  women  than  in  black  men,  and  it  is  about 
equal  in  white  women  and  men.  Clinical  trials  show  clear  benefit  of  therapy 
for  black  women,  but  no  clear  benefit  for  white  women,  and  some  studies 
suggest  that  treatment  of  white  women  is  harmful.  Lipid  profiles  and  the 
relationship  to  ischemic  heart  disease  differ  for  women  and  men.  Clinical 
trials  of  antihypertensive  therapy  do  not  fully  support  current  guidelines  for 
the  treatment  of  hypertensive  women.  Research  concerning  adverse  effects 
of  antihypertensive  agents  has  largely  excluded  women  from  study  protocols. 
Further  studies  are  required  to  guide  appropriate  treatment  recommendations 
for  women. 
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Caralis,  P.V.  (1992,  March).  Coronary  artery  disease  in  Hispanic  Americans:  How  does 
ethnic  background  affect  risk  factors  and  mortality  rates?  Postgraduate  Medicine 
9 1(4):  179-82,  185-8,  193. 

A  concerted  national  effort  has  reduced  cardiovascular  mortality  rates  in  the 
general  U.S.  population.  Unfortunately,  not  all  ethnic  groups  have  benefited 
equally  from  these  improvements  in  our  national  health  care  system.  The 
author  presents  insights  into  social  and  clinical  factors  that  affect 
cardiovascular  disease  among  Hispanic  Americans. 

Curb,  J.D.,  Aluli,  N.A.,  Kautz,  J.A.,  et  al.  (1991,  February).  Cardiovascular  risk  factor 
levels  in  ethnic  Hawaiians.  American  Journal  of  Public  Health  81(2):64-7. 

This  article  reports  the  results  of  a  cardiovascular  risk  factor  survey  of  Native 
Hawaiians  20-59  years  old,  living  on  Molokai,  Hawaii.  More  than  60 
percent  of  both  males  and  females  were  overweight.  Among  males, 
42  percent  were  smokers.  Fourteen  percent  of  the  population  aged  20-39, 
and  36  percent  of  those  aged  40-59,  had  systolic  blood  pressure  greater  than 
140  mmHg  or  a  diastolic  pressure  greater  than  90  mmHg  or  were  taking 
hypertensive  medications.  Two  percent  of  those  aged  20-29  and  23  percent 
of  those  aged  50-59  exhibited  glycosuria  and  elevated  glycohemoglobin 
levels,  indicating  poor  control.  Hypertension,  although  usually  known  to  the 
participant,  was  frequently  uncontrolled.  Data  suggest  that  the  study  group 
experienced  a  high  number  of  risk  factors  and  have  limited  awareness  and/or 
control  over  most  of  these  factors. 

Farnett,  L.,  Mulrow,  CD.,  Linn,  W.D.,  Lucey,  C.R.,  Tuley  M.R.  (1991,  January).  The 
J-Curve  phenomenon  and  the  treatment  of  hypertension:  Is  there  a  point  beyond  which 
pressure  reduction  is  dangerous?  Journal  of  the  American  Medical  Association 
265(4):489-95. 

This  study  critically  appraised  the  medical  literature  to  evaluate  whether  there 
is  a  point  beyond  which  blood  pressure  reduction  in  hypertensive  subjects  is 
no  longer  beneficial  and  possibly  even  deleterious.  Thirteen  studies  that 
stratified  cardiovascular  outcomes  by  level  of  achieved  blood  pressure  in 
treated  hypertensive  subjects  who  had  been  followed  up  for  at  least  1  year 
were  critiqued  by  four  independent  reviewers.  Data  addressing  population, 
protocol,  and  methodological  characteristics  were  evaluated.  Studies  did  not 
show  a  consistent  J-shaped  relationship  between  treated  blood  pressure  and 
stroke,  but  they  did  demonstrate  a  consistent  J-shaped  relationship  for  cardiac 
events  and  diastolic  blood  pressure.  [The  study  concluded  that  [low  treated] 
diastolic  blood  pressure  levels  is  associated  with  increased  risk  of  cardiac 
events.] 
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Ford,  E.,  Cooper,  R.,  Castaner,  A.,  Simmons,  B.,  Mar,  M.   (1989,  April).  Coronary 
arteriography  and  coronary  bypass  surgery  among  whites  and  other  racial  groups  relative 
to  hospital-based  incidence  rates  for  coronary  disease:    Findings  from  the  National 
Hospital  Discharge  Survey.  American  Journal  of  Public  Health  79(4):437-40. 
The  study  examined  racial  differences  in  health  care  utilization  for  coronary 
artery  disease  (CAD),  using  data  from  the  National  Hospital  Discharge 
Survey  (NHDS)  from  1979-84.    Discharge  rates  for  acute  myocardial 
infarction  (AMI)  were  utilized  as  a  measure  of  hospital-based  incidence  and 
relative  need  for  the  designated  cardiac  procedures.  Although  35-74  year  old 
black  men  had  discharge  rates  of  AMI  that  were  77  percent  of  those  observed 
for  white  men,  they  underwent  coronary  arteriography  half  as  often  and  were 
only  a  third  as  likely  to  have  coronary  artery  bypass  graft  (CABG)  surgery. 
Black  women  in  this  age  range  were  hospitalized  at  a  slightly  higher  rate  than 
white  women  for  AMI,  yet  experienced  a  19  percent  lower  rate  of  coronary 
arteriography  and  a  52  percent  lower  rate  of  CABG  surgery.  These  data 
suggest  a  racial  bias  in  the  pattern  of  care  delivered  for  CAD  in  U.S. 
hospitals  at  the  present  time. 


Francis,  C.K.  (1991,  July).  Hypertension,  cardiac  disease,  and  compliance  in  minority 

patients.  American  Journal  of  Medicine  9inA1:29S-3fiS. 

The  severity  of  end-organ  damage,  coupled  with  severe  cerebrovascular 
damage  which  is  more  common  in  black  and  Hispanic  hypertensives,  suggests 
that  more  effective  public  health  measures  be  taken  to  reduce  the  incidence 
of  hypertension  in  these  patient  populations.  Noncompliance  with  drug 
therapy  and  high  dropout  rates  are  common  in  all  patient  populations,  but 
illiteracy,  poverty,  homelessness,  and  high  rates  of  chemical  dependency 
combine  to  exacerbate  an  already  serious  problem  in  treating  hypertensive 
patients.  The  nature  of  the  therapeutic  regimen  itself  is  probably  the  most 
important  determinant  of  compliance,  and  compliance  with  drug  therapy  will 
be  improved  if  the  clinic  chooses  a  simplified  drug  regimen  and  avoids  drugs 
that  produce  intolerable  side  effects. 


Francis,  C.K.  (1990,  March).  Hypertension  and  cardiac  disease  in  minorities.  American 

Journal  of  Medicine  88(3b):3S-8S. 

One  of  the  major  modifiable  risk  factors  for  cardiovascular  disease, 
hypertension,  is  a  leading  cause  of  stroke,  kidney  disease,  and  diseases  of  the 
heart  and  coronary  circulation.  For  both  blacks  and  Hispanics,  however,  the 
decreases  in  cardiovascular  mortality  have  been  less  striking  than  in  whites. 
Many  factors  could  account  for  this  disparity,  among  them  the  availability  of 
health  care  facilities  in  minority  neighborhoods  and  the  health  care-seeking 
behavior  of  the  patients  themselves.  Understanding  epidemiologic  and 
pathophysiologic  data  regarding  differences  between  blacks,  Hispanics,  and 
non-Hispanic  whites  will  help  reduce  hypertension-related  morbidity  and 
mortality. 
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Gifford,  R.W.  (1989,  June).  Mild  hypertension:  Critical  analysis  of  different  therapeutic 
approaches.  Cleveland  Clinical  Journal  of  Medicine  56(4):337-^5. 

In  1988  the  fourth  Joint  National  Committee  issued  new  guidelines  for  the 
detection,  evaluation,  and  treatment  of  hypertension.  Pharmacologic  agents 
along  with  nonpharmacologic  therapy  are  indicated  for  hypertensive  patients 
whose  diastolic  blood  pressures  average  greater  than  or  equal  to  95  mmHg 
over  a  period  of  time  and  for  patients  who  have  a  diastolic  blood  pressure  of 
90  mmHg  to  94  mmHg  with  evidence  of  target  organ  disease  and/or  other 
major  risk  factors.  In  the  absence  of  target  organ  disease  and/or  other  major 
risk  factors,  a  trial  of  nonpharmacologic  treatment  is  recommended  for 
patients  with  a  diastolic  blood  pressure  of  90  mmHg  to  94  mmHg.  The 
report  recommends  initiating  pharmacologic  treatment  with  any  one  of  the 
following  classes  of  drugs:  diuretics,  beta  blockers,  calcium  channel  blockers, 
or  ACE  inhibitors.  In  general,  diuretics  and  calcium  channel  blockers  are 
especially  indicated  for  elderly  and  black  patients,  and  beta  blockers  and  ACE 
inhibitors  for  young  and  white  patients,  but  there  are  many  exceptions. 

Gifford,  R.W.  Jr.  (1989,  January).  Review  of  the  long-term  controlled  trials  of  usefulness 
of  therapy  for  systemic  hypertension.  American  Journal  of  Cardiology  63(4):  8B-16B. 
A  number  of  long-term  clinical  trials  involving  over  40,000  patients  have 
been  performed  to  study  the  effectiveness  of  antihypertensive  therapy  in 
controlling  high  blood  pressure  and  in  reducing  the  morbidity  and  mortality 
associated  with  hypertension.  Only  diuretics  and  beta  blockers  have  been 
studied  in  long  term  trials  to  determine  their  efficacy  in  reducing 
cardiovascular  morbidity  and  mortality.  The  Hypertension  Detection  and 
Follow-Up  Program  (HDFP),  Medical  Research  Council  (MRC)  trial, 
European  Working  Party  on  Hypertension  in  the  Elderly  (EWPHE)  trial, 
Australian  Therapeutic  Trial  in  Mild  Hypertension,  and  the  Veterans 
Administration  Cooperative  Study  all  showed  a  reduction  in  rate  of  stroke. 
The  EWPHE  and  HDFP  trials  were  the  only  studies  to  show  a  statistically 
significant  reduction  in  mortality  from  myocardial  infarction.  All  of  these 
were  diuretic-based.  The  Metoprolol  Atherosclerosis  Prevention  in 
Hypertension  trial  showed  that  smokers  receiving  the  beta  blocker  metoprolol 
had  a  significantly  lower  cardiovascular  mortality  rate  than  those  randomized 
to  a  diuretic  drug. 

Gillum,  R.F.  (1990,  June).  Chronic  obstructive  pulmonary  disease  in  blacks  and  whites: 
Mortality  and  morbidity.  Journal  of  the  American  Medical  Association  82(6):417-28. 
Previous  reports  cite  puzzling  racial  differences  in  several  indicators  of 
chronic  obstructive  pulmonary  disease  (COPD).  An  extensive  review  of  data 
from  the  National  Center  for  Health  Statistics  and  from  population-based 
studies  confirmed  lower  overall  COPD  but  higher  asthma  mortality  in  blacks 
compared  with  whites,  and  lower  chronic  bronchitis  and  emphysema  but 
similar  or  higher  asthma  prevalence  in  blacks  compared  with  whites. 
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Goldberg,  K.C.,  Hartz,  A. J.,  Jacobsen,  S.J.,  Krakauer,  H.,  Rimm,  A. A.  (1992,  March). 
Racial  and  community  factors  influencing  coronary  artery  bypass  graft  surgery  rates  for 
all  1986  Medicare  patients.  Journal  of  the  American  Medical  Association 
267(11):  1473-7. 

This  study  examines  the  differences  in  the  rates  of  coronary  artery  bypass 
grafting  (CABG)  between  white  and  black  Medicare  patients.  Data  are  from 
all  Medicare  patients  in  the  United  States  in  1986.  Sex  and  age-adjusted 
CABG  rates  for  whites  and  blacks  over  the  age  of  65  years  were  computed 
for  each  of  50  states  and  305  Standard  Metropolitan  Statistical  Areas 
(SMS As).  Nationally  the  CABG  rate  was  27.1  per  10,000  for  whites  (40.4 
for  white  men  and  16.2  for  white  women),  but  only  7.6  for  blacks  (9.3  for 
black  men  and  6.4  for  black  women).  Racial  differences  were  greater  in  the 
Southeast,  particularly  in  nonmetropolitan  areas,  than  in  other  regions. 
Neither  white  nor  black  SMSA  rates  were  associated  with  the  rate  of 
admission  for  acute  myocardial  infarction.  White  rates,  but  not  black  rates, 
were  associated  with  the  number  of  thoracic  surgeons  per  100,000  people. 
For  patients  insured  by  Medicare,  race  is  strongly  associated  with  CABG 
rates,  and  this  association  is  greater  for  men  than  for  women  and  greater  in 
the  Southeast  than  in  other  parts  of  the  country. 

Haffner,  S.M.,  Mitchell,  B.D.,  Stem,  M.P.,  Hazuda,  H.P.,  Patterson,  J.K.  (1990, 
September).  Decreased  prevalence  of  hypertension  in  Mexican- Americans.  Hypertension 
16(3):225-34. 

The  study  compared  the  prevalence  of  hypertension  according  to  four 
different  definitions  in  3,297  Mexican- Americans  and  in  1,873  non-Hispanic 
whites  from  the  San  Antonio  Heart  Study,  a  population-based  study  of 
cardiovascular  disease  and  diabetes.  By  all  four  definitions,  the  crude 
prevalence  of  hypertension  in  both  sexes  was  lower  in  Mexican-Americans 
than  in  non-Hispanic  whites.  After  adjusting  for  the  potentially  confounding 
effects  of  age,  body  mass  index,  and  non-insulin-dependent  diabetes  mellitus 
(NIDDM),  Mexican-Americans  did  have  a  statistically  significant  lower 
prevalence  of  both  systolic  and  diastolic  hypertension  than  did  non-Hispanic 
whites  of  both  sexes.  The  cause  of  this  lower  prevalence  is  unknown. 

Haffner,  S.M.,  Mitchell,  B.D.,  Valdez,  R.A.,  Hazuda,  H.P.,  Morales,  P.A.  (1992,  March). 
Eight- year  incidence  of  hypertension  in  Mexican-Americans  and  non-Hispanic  whites:  The 
San  Antonio  Heart  Study.  American  Journal  of  Hypertension  5(3):  147-53. 

This  study  examined  the  8-year  incidence  of  hypertension  in  1,462 
subjects — 867  Mexican  Americans  (MAs)  and  595  non-Hispanic  whites 
(NHWs) — who  were  normotensive  at  baseline  and  who  subsequently 
participated  in  the  8-year  follow-up  of  the  San  Antonio  Heart  Study. 
Hypertension  developed  in  79  MAs  (9. 1  percent)  and  55  NHWs  (9.2  percent). 
After  adjusting  for  age,  gender,  body  mass  index,  non-insulin  dependent 
diabetes  mellitus  (NIDDM),  and  level  of  educational  attainment,  Mexican- 
Americans  had  an  incidence  of  hypertension  similar  to  non-Hispanic  whites. 
The  similar  incidence  of  hypertension  in  MAs  is  in  striking  contrast  to  the 
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markedly  increased  incidence  of  NIDDM  in  this  ethnic  group  relative  to 
non-Hispanic  whites.  The  cause  of  the  relative  protection  from  hypertension 
in  MAs  is  unknown. 

Hannan,  E.L.,  Kilburn,  H.  Jr.,  O'Donnell,  J.F.,  Lukacik,  G.,  Shields,  E.P.  (1991,  May). 

Interracial  access  to  selected  cardiac  procedures  for  patients  hospitalized  with  coronary 

artery  disease  in  New  York  State.  Medical  Care  29(5):430-41. 

This  study  examined  black/white  differences  in  the  utilization  of  three  cardiac 
procedures  (coronary  angiography,  coronary  artery  bypass  graft,  and  coronary 
angioplasty)  for  patients  hospitalized  with  coronary  artery  disease  in  New 
York  State  in  the  first  6  months  of  1987.  Disease  stages  were  used  to  control 
for  severity  of  illness  in  addition  to  various  severity  proxies.  Also,  patient 
episodes  was  used  as  the  unit  of  analysis,  rather  than  discharges,  to  accurately 
amout  for  patients  whose  initial  visit  was  to  a  hospital  uncertified  to  perform 
the  procedure.  After  controlling  for  severity,  whites  were  found  to  undergo 
significantly  more  of  each  of  the  procedures  than  blacks. 


Hartley,  R.M.,  Epstein,  A.M.,  Harris,  CM.,  McNeil,  B.J.  (1987,  March).  Differences  in 
ambulatory  test  ordering  in  England  and  America:  Role  of  doctors'  beliefs  and  attitudes. 
American  Journal  of  Medicine  82(3):513-7. 

Forty-five  American  and  English  doctors  were  surveyed  to  determine  whether 
differences  in  their  beliefs  about  the  incidence  and  morbidity  of  complications 
and  the  role  of  testing  for  patients  with  chronic  hypertension  could  be 
contributing  to  the  large  cross-national  differences  previously  demonstrated 
in  ambulatory  test  use  for  such  patients.  For  each  of  nine  tests,  the  number 
of  tests  the  English  doctors  thought  they  "should  order"  was  significantly  less 
than  that  of  the  American  group.  Both  groups  reported  results  from  testing 
would  alter  therapy  for  only  a  small  proportion  of  patients;  however,  the 
English  estimate  was  significantly  smaller  than  the  American.  The  reasons 
given  for  testing  were  very  similar  except  that  American  doctors  ranked  as 
more  important  the  reason  that  patients  used  the  quantity  of  test  ordering  as 
an  indicator  of  quality  care.  These  results  suggest  that  differences  in  ambula- 
tory test  use  are  consistent  with  physicians'  beliefs  about  the  number  of  tests 
they  should  be  ordering,  disease  incidence,  the  likelihood  that  testing  will 
affect  patient  care,  and  patient  expectations. 

Liao,  Y.,  Cooper,  R.S.,  Ghali,  J.K.,  Szocka,  A.  (1992,  October).  Survival  rates  with 
coronary  artery  disease  for  black  women  compared  with  black  men.  Journal  of  the  Ameri- 
can Medical  Association  268(14):1867-71. 

The  study  evaluated  the  influence  of  gender  on  the  prognosis  of  coronary 
heart  disease  among  black  patients.  The  respondents  consisted  of  a 
consecutive  sample  from  an  inner-city  public  hospital  registry  in  Chicago, 
with  a  mean  follow-up  of  4  years.  The  study  included  1,719  black  patients 
(780  men  and  939  women)  who  had  any  one  of  the  following  events:  cardiac 
catheterization  for  presumed  coronary  heart  disease,  hospitalization  for  acute 
myocardial  infarction,  or  coronary  artery  bypass  grafting.    Hospital  and 


32 


operative  mortality  rates  following  acute  myocardial  infarction  and  coronary 
artery  bypass  grafting  were  similar  between  the  two  sexes.  Survival  with 
coronary  artery  disease  in  black  women  is  similar  to  that  observed  in  black 
men,  but  relative  to  members  of  the  same  sex  without  the  disease,  the 
prognosis  for  women  is  considerably  worse  than  for  men. 

Martinez-Maldonado,  M.  (1991,  April).  Hypertension  in  Hispanics,  Asians  and  Pacific- 
Islanders,  and  Native  Americans.  Circulation  83(4):  1467-9. 

There  is  a  paucity  of  information  about  hypertension  and  its  risk  factors, 
prevalence,  morbidity,  and  mortality  in  many  racial  minorities  in  the  United 
States.  Most  of  the  population  groups  discussed  in  this  article  are  composed 
of  several  subgroups  that  differ  culturally,  socioeconomically,  educationally, 
and  ethnically.  This  fact,  however,  does  not  lessen  the  need  for  more 
information  about  the  extent  of  hypertension  and  risk  factors  in  these  groups. 

McClellan,  W.M.,  Anson,  C,  Birkeli,  K.,  Tuttle,  E.  (1991).  Functional  status  and  quality 
of  life:  Predictors  of  early  mortality  among  patients  entering  treatment  for  end  stage  renal 
disease.  Journal  of  Clinical  Epidemiology  44(1): 83-9. 

This  study  investigated  the  association  between  functional  status  and  quality 
of  life  in  newly-entered  dialysis  patients  and  the  subsequent  risk  of  mortality. 
Patients  from  37  dialysis  facilities  in  two  southeastern  states  (N  =  294)  were 
enrolled.  Kunfsky  Performance  Scale  (KPS)  and  the  Spitzer  Quality  of  Life 
Index  (SQLI)  were  administered.  During  a  mean  follow-up  of  479.6  days, 
49  patients  (16.4  percent)  of  the  cohort  died.  After  controlling  for  age,  race, 
sex,  primary  cause  of  renal  failure,  and  the  presence  of  comorbidity,  it  was 
concluded  that  functional  status  and  quality  of  life  are  strong  independent  risk 
factors  for  subsequent  mortality  in  new  dialysis  patients.  These  are  easily 
measured  indicators  which  may  serve  to  predict  subsequent  risk  of  mortality 
or  adjust  case-mix  estimates  for  comparisons  between  dialysis  populations. 

McClellan,  W.M.,  Tuttle,  E.,  Issa,  A.  (1988,  October).  Racial  differences  in  the  incidence 
of  hypertension  ESRD  are  not  entirely  explained  by  differences  in  the  prevalence  of 
hypertension.  American  Journal  of  Kidney  Disease  12(4):285-90. 

Blacks  experience  a  disproportionate  risk  of  end-stage  renal  disease  (ESRD) 
compared  to  whites.  The  increased  prevalence  of  hypertension  in  blacks  has 
been  suggested  as  an  explanation  for  this  increased  risk.  The  investigators 
examined  this  possibility  using  hypertensive  ESRD  incidence  rates  in  a 
population  with  well-characterized  prevalence  of  hypertension  and  rate  of  its 
control.  After  adjusting  rates  of  hypertensive  ESRD  for  age,  sex,  and 
differences  in  the  prevalence  of  hypertension  by  race,  it  was  found  that 
black:white  relative  risk  remained  higher.  Prevalence  estimates  for 
moderate-severe  hypertension  and  differences  in  the  control  of  hypertension 
between  the  two  racial  groups  are  of  insufficient  magnitude  to  explain  the 
increase  in  adjusted  relative  risk.  This  observation  provides  further  support 
for  the  possibility  that  there  are  racial  differences  in  the  susceptibility  to  renal 
damage  from  elevated  blood  pressure.  This  may  explain  the  increased  risk 
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for  hypertensive  ESRD  in  blacks,  or  that  hypertension  is  being  erroneously 
diagnosed  as  the  cause  of  ESRD  in  blacks  when  another  cause  is  present. 

Moorman,  P.G.,  Hames,  C.G.,  Tyroler,  H.A.  (1991).  Socioeconomic  status  and  morbidity 
and  mortality  in  hypertensive  blacks.  Cardiovascular  Clinic  2 1(3):  179-94. 

Blacks  of  lower  socioeconomic  status  have  experienced  marked  excesses  in 
hypertension-related  burdens  compared  with  their  more  advantaged  peers. 
The  incidence,  prevalence,  and  severity  of  hypertension  and  its  end-organ 
sequelae  increased  with  decreasing  educational  achievement,  and  the  5-year 
mortality  was  two  times  higher  for  black  hypertensives  of  lower  educational 
achievement  under  conditions  of  usual  care.  The  Stepped  Care  program  of 
antihypertensive  pharmacologic  therapy  of  the  HDFP  reduced  all-cause 
mortality  by  19  percent  for  black  hypertensive  men  and  28  percent  for  black 
women.  The  HDFP  also  eliminated  the  association  of  mortality  with 
educational  achievement  The  favorable  impact  of  the  program  was  greatest 
for  blacks  of  lowest  socioeconomic  status. 

Mulrow,  CD,  Mulrow,  J.P.,  Linn,  W.D.,  Aguilar,  C,  Ramirez,  G.  (1988,  June).  Relative 
efficacy  of  vasodilator  therapy  in  chronic  congestive  heart  failure:  Implications  of 
randomized  trials.  Journal  of  American  Medical  Association  259(23):3422-6. 
This  study  reviewed  existing  evidence  concerning  the  relative  efficacy  of 
various  vasodilator  agents  in  chronic  congestive  heart  failure  trials  with 
clinical  end  points  and  treatment  durations  of  four  weeks  or  more. 
Twenty-eight  trials  involving  1,976  patients  were  found.  Treatment  durations 
of  the  trials  varied  from  one  month  to  two  years.  Patients  with  symptomatic 
heart  failure,  despite  digitalis  and  diuretic  therapy,  were  studied.  Most  were 
middle-aged  men  and  approximately  half  had  coronary  artery  disease. 
Results  of  the  trials  were  appraised  by  three  independent  observers,  and 
mortality  and  functional  status  outcomes  were  pooled  in  a  meta-analysis.  All 
vasodilator  agents,  except  hydralazine  hydrochloride,  were  associated  with 
improvements  in  functional  status.  Angiotensin  converting-enzyme  inhibitors 
were  the  only  agents  associated  with  both  decreased  mortality  and  improved 
functional  status.  The  optimal  timing  for  initiation  of  these  agents  was  not 
established. 

Peniston,  R.L.,  Miles,  N.,  Lowery,  R.C.  Jr.,  et  al.  (1987,  June).  Coronary  artery  bypass 
grafting  in  predominately  black  group  of  patients.  Journal  of  the  National  Medical  Asso- 
ciation 79(6):593-9. 

The  preoperative  profiles  of  a  predominately  non-white  group  of  patients 
undergoing  coronary  artery  bypass  grafting  were  reviewed.  Data  were 
obtained  from  a  retrospective  analysis  of  medical  records  of  163  patients 
operated  on  at  Howard  University  Hospital  between  July  1983  and  July  1986. 
The  analysis  was  carried  out  to  determine  whether  patients  requiring 
myocardial  revascularization  were  different  from  their  non-black  counterparts. 
Ninety-one  percent  of  the  patients  were  black,  5  percent  white,  0.5  percent 
Hispanic  and  3.5  percent  other.  Although  this  group  was  distinguished  from 
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most  reported  groups  of  patients  undergoing  aortocoronary  bypass  grafting  by 
the  presence  of  advanced  age,  the  large  percentage  of  women  and  diabetics, 
the  marked  prevalence  of  hypertension,  and  the  usual  risk  factors  for  coronary 
artery  disease  reported  in  the  majority  population,  the  study  reconfirms 
previous  epidemiological  findings.  It  appears  that  racial  "clumping"  of  a 
heterogeneous  non-white  population  has  minimal  usefulness,  except  as  it  may 
be  related  to  socioeconomic  status  and  access  to  quality  health  care. 

Peniston,  R.L.,  Randall,  O.S.  (1989,  May).  Coronary  artery  disease  in  black  Americans 
1920-1960:  The  shaping  of  medical  opinion.  Journal  of  the  National  Medical  Association 
81(5):591-5,  598-600. 

Current  opinions  regarding  the  prevalence  of  coronary  artery  disease  in  black 
Americans  are  conflicting.  Some  physicians  believe  that  the  prevalence  of 
coronary  artery  disease  in  black  Americans  is  less  than  that  in  the  general 
population.  Some  find  no  difference,  still  others  argue  that  the  high 
prevalence  of  risk  factors,  such  as  hypertension,  should  result  in  a  higher 
prevalence  of  coronary  artery  disease  in  black  Americans.  This  article 
reviews  some  of  the  medical  literature  that  may  have  influenced  prevailing 
opinions. 

Shea,  S.,  Misra,  D.,  Ehrlich,  M.H.,  Field,  L.,  Francis,  C.K.  (1992,  September).  Predis- 
posing factors  for  severe,  uncontrolled  hypertension  in  an  inner-city  minority  population. 
New  England  Journal  of  Medicine  327(1 1):776— 81. 

Hypertensive  emergency  and  urgent  hypertension  are  the  most  severe  forms 
of  uncontrolled  hypertension  and  are  now  seen  predominantly  in  poor, 
minority  populations.  This  study  examined  the  characteristics  of  the  medical 
care  received  by  patients  with  these  conditions  to  identify  risk  factors  for 
severe,  uncontrolled  hypertension.  A  case-control  study  design  was  used. 
Ninety-three  patients  with  severe,  uncontrolled  hypertension  who  presented 
in  the  hospital  emergency  room  and  114  control  patients  with  hypertension 
in  New  York  City  hospitals  were  interviewed.  All  patients  were  black  or 
Hispanic.  Adjusting  for  age,  sex,  race  or  ethnic  background,  education, 
smoking  status,  alcohol-related  problems,  and  use  of  illicit  drugs  during  the 
previous  year,  severe,  uncontrolled  hypertension  was  found  to  be  more 
common  among  patients  who  had  no  primary  care  physician  and  among  those 
who  did  not  comply  with  treatment  for  their  hypertension.  Lack  of  health 
insurance  was  marginally  associated  with  severe,  uncontrolled  hypertension 
after  adjustment  for  lack  of  a  primary  care  physician  and  noncompliance  with 
antihypertensive  treatment.  Patients  without  a  primary  care  physician  and 
without  health  insurance  were  more  likely  to  have  their  blood  pressure 
checked  and  receive  prescriptions  for  blood  pressure  medications  in  emer- 
gency rooms  than  in  physicians'  offices  or  clinics. 

Yatsu,  F.M.  (1991,  April).  Strokes  in  Asians  and  Pacific-Islanders,  Hispanics  and  Native 
Americans.  Circulation  83(4):  147 1-2. 
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Stroke  in  Asian  and  Pacific-Islander  populations  remains  the  principal  cause 
of  death  among  adults,  but  its  incidence  in  the  United  States  approximates 
that  of  Caucasians.  The  recent  reduction  in  stroke  frequency  rates  in  these 
areas  is  thought  to  be  the  result  of  better  hypertension  control.  In  the 
Ni-Hon-San  Study,  the  level  of  hypertension  and  its  frequency  were  similar 
in  Hawaii  and  Japan,  but  ischemic  infarction  and  intracerebral  hemorrhage 
were  less  frequent  in  Hawaii.  Reduced  meat  and  fat  intake  may  contribute 
to  small  vessel  disease  in  Japan.  Stroke  is  the  third  major  cause  of  death 
among  Hispanic-Americans  and  Native  Americans,  yet  there  is  a  paucity  of 
information,  especially  about  stroke,  in  subgroups  of  these  populations. 

B.  Asthma 

Bosco,  L.A.,  Gerstman,  B.B.,  Tomita,  D.K.  (1993).  Variations  in  the  use  of  medication 
for  the  treatment  of  childhood  asthma  in  the  Michigan  Medicaid  population,  1980-1986. 
Chest  104:1727-33. 

Asthma  is  a  leading  cause  of  morbidity  in  the  United  States  and  is  a  leading 
cause  of  disability  in  children.  Prevalence  has  been  shown  to  be  highest  in 
male  children,  blacks,  and  urban  residents.  Racial  and  residential  differences 
have  been  attributed  to  economics.  Medicaid  claims  data  allow  for  the 
comparison  of  asthma  morbidity  and  treatment  of  patients  with  different 
demography  but  of  low  socioeconomic  status.  Michigan  Medicaid  claims 
data  for  recipient  children  between  5  and  14  years  of  age  were  used  to 
ascertain  demographic  factors  associated  with  asthma  treatment  from  1980 
through  1986.  A  cross-sectional  analysis  was  used.  Black  asthmatics  were 
found  to  receive  medical  care  more  frequently,  but  to  obtain  asthma  drugs 
less  frequently  than  other  groups.  The  prevalence  of  different  prescription 
asthma  preparations  also  varied  by  race  and  residence.  Black,  urban  residents 
obtained  fixed-combination  drugs  more  frequently  and  steroids  less  frequently 
than  other  groups.  Rural  patients,  in  general,  had  fewer  medical  contacts  but 
obtained  more  prescription  products  per  provider  contact,  whether  black  or 
white.  Possible  reasons  for  this  variation  are  discussed. 

Carter-Pokras,  O.D.,  Gergen,  P.J.  (1993).  Reported  asthma  among  Puerto  Rican,  Mexican 
American  and  Cuban  children:  HHANES,  1982-84.  American  Journal  of  Public  Health 
83(4):344-50. 

Data  from  the  Hispanic  Health  and  Nutrition  Examination  Survey  (HHANES 
1982-1984)  and  the  National  Health  and  Nutrition  Examination  Survey 
(NHANES:  1976-1980)  were  used  to  examine  reported  physician  diagnosed 
asthma.  The  highest  prevalence  of  active  asthma  was  reported  for  Puerto 
Ricans  and  the  lowest  for  Mexican  Americans.  Health  services  utilization 
and  severity  do  not  appear  to  explain  the  differences  between  Puerto  Ricans 
and  Mexican  Americans.  Educational  programs  on  asthma  should  consider 
focusing  on  Puerto  Ricans. 
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Evans,  R.  (1992,  June).  Asthma  among  minority  children:  A  growing  problem.  Chest 

101(6  Suppl):368S-71S. 

The  role  of  poverty  in  childhood  asthma  is  explored  through  brief  reviews  of 
the  existing  literature.  Poor  children,  and  black  children  diagnosed  as  having 
asthma,  are  more  likely  to  die  than  their  counterparts  after  controlling  for 
other  factors.  Mechanisms  involved  in  these  persistent  correlations  are 
explored.  Sociologic,  psychological,  environmental  and  medical  factors  may 
be  involved  in  important  ways.  Poverty  is  associated  with  underdiagnosis 
and  reduced  use  of  preventive  care.  The  article  suggests  that  this  is  probably 
due  to  the  costs  of  asthma  to  families.  Smoking,  air  pollution  and  mites  are 
positively  associated  with  poverty,  each  contributing  to  poor  respiratory 
outcomes  in  children.  Lack  of  compliance,  poor  access  to  health  care, 
inadequate  case  management,  and  absence  of  patient/parent  education  are 
underscored. 


Evans,  R.,  Mullally,  D.I.,  Wilson,  R.W.,  et  al.  (1987).  National  trends  in  the  morbidity 
and  mortality  of  asthma  in  the  U.S.:  Prevalence,  hospitalization  and  death  from  asthma 
over  two  decades:  1965-1984.  Chest  91(Suppl):65S-74S. 

National  population-based  data  systems  of  the  National  Center  for  Health 
Statistics  (NCHS)  were  used  to  study  the  epidemiology  of  asthma  in  the 
United  States  over  the  last  20  years.  Asthma  is  more  prevalent  among  males, 
those  living  below  the  poverty  level,  persons  living  in  the  South  and  West, 
and  blacks;  however,  this  difference  did  not  attain  statistical  significance. 
The  death  rate  has  increased  for  children  over  five  years  of  age  during  the 
period  from  1979  to  1982.  Between  1964  and  1980,  asthma  has  become 
more  prevalent  in  children  under  17  years  of  age,  but  this  does  not  reflect  an 
increase  in  the  severity  of  asthma  over  this  same  time  period.  Hospitalization 
rates  for  asthma  between  1965  and  1983  increased  by  50  percent  in  adults 
and  by  over  200  percent  in  children.  Rates  for  black  patients  are  50  percent 
higher  in  adults  and  150  percent  greater  in  children.  It  is  concluded  that 
there  has  been  a  marked  increase  in  hospitalization  rates  for  asthma,  a 
moderate  increase  in  death  rates  from  asthma,  and  a  smaller  increase  in 
overall  prevalence  of  the  disease  in  the  United  States. 


Gergen,  P.J.,  Mullally,  D.I.,  Evans,  R.  (1988).  National  survey  of  prevalence  of  asthma 
among  children  in  the  United  States:  1976  to  1980.  Pediatrics  81:1-7. 

The  epidemiology  of  asthma  among  children  and  adolescents  3  to  17  years 
of  age  in  the  United  States  was  examined  using  data  collected  in  the  second 
National  Health  and  Nutrition  Examination  Survey.  In  this  paper,  asthma  is 
defined  as  current  disease  diagnosed  by  a  physician  and/or  frequent  trouble 
with  wheezing  during  the  past  12  months,  not  counting  colds  or  the  flu. 
Asthma  was  reported  for  6.7  percent  of  youths  overall  and  was  higher  in 
black  than  white  children  (9.4  percent  versus  6.2  percent),  boys  than  girls 
(7.8  percent  versus  5.5  percent),  and  urban  than  rural  areas  (7.1  percent 
versus  5.7  percent).  Asthmatic  children  had  a  higher  prevalence  of  other 
allergies  (42.6  percent  versus  1 3.2  percent)  and  of  allergen  skin  test  reactivity 
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(44.5  percent  versus  20.7  percent)  than  nonasthmatic  children.  Most 
asthmatics  had  their  first  asthmatic  episode  before  their  third  birthday.  No 
effect  of  socioeconomic  status  on  the  prevalence  of  asthma  was  noted. 


Gerstman,  B.B.,  Bosco,  L.A.,  Tomita,  D.K.  (1993).   Prevalence  of  hospitalization  for 
asthma  in  the  5  to  14  year  old  Michigan  Medicaid  population,  1980-1986:  Variation  by 
race,  residence  and  gender.  Journal  of  Allergy  and  Clinical  Immunology  91:838-43. 
Using  data  from  the  Medicaid  Management  Information  System,  the 
investigators  estimated  the  prevalence  of  asthma  hospitalization  in  the  5  to  14 
year  old  Michigan  Medicaid  population  for  the  period  1980  to  1986.  Large 
increases  were  seen  between  1980  and  1984,  with  leveling  off  or  a  slight 
decline  thereafter.   In  5  to  9  year  old  children,  the  prevalence  of  asthma 
hospitalization  increased  from  2.3  per  1000  persons  in  1980  to  4.5  per  1000 
in  1984.   Comparable  trends  occurred  in  all  strata  defined  by  age,  race, 
residency,  and  gender.  However,  the  largest  increases  were  noted  in  urban 
black  children,  where  the  rate  more  than  doubled    from  1980  to  1984. 
Within  this  relatively  homogeneous  low  socioeconomic  population,  black  race 
remained  a  strong  predictor  for  asthma  hospitalization,  whereas  urban 
residence  was  only  minimally  associated  with  this  outcome. 


Hurtado,  A.M.  Mahony,  M.  (1993).  Ecological  and  treatment  effectiveness  factors  in 
childhood  asthma  in  the  U.S.  Albuquerque,  N.M.:  MEDTEP  Research  Center.  (Working 
Doc  no.  3). 

The  purpose  of  this  annotated  bibliography  was  to  identify  literature  which 
focused  on  the  relationship  of  socioeconomic  status,  ethnicity,  quality  of  life 
measurements  and  outcomes  in  pediatric  asthma.  The  review  covers  1984  to 
the  present  The  authors  found  that  studies  do  not  generally  include  quality 
of  life  measures;  and  few  studies  account  for  the  role  of  socioeconomic 
status,  parental  role  and  cultural  factors  in  patient  outcomes  in  asthma 
treatment  Investigations  have  predominantly  focused  on  adherence,  patient 
satisfaction  and  utilization  of  medical  services. 


Wissow,  L.S.,  Gittelsohn,  A.M.,  Szklo,  M.,  Starfield,  B.,  Mussman,  M.  (1988).  Poverty, 
race  and  hospitalization  and  death  from  asthma.  American  Journal  of  Public  Health  7- 
8:777-82. 

This  study  uses  Maryland  hospital  discharge  data  for  the  period  1979-1982 
to  determine  whether  black  children  are  more  likely  to  be  hospitalized  for 
asthma  and  whether  this  difference  persists  after  adjustment  for  poverty. 
Medicaid-enrolled  children  of  both  races  had  increased  discharge  rates  for 
asthma  compared  to  those  whose  care  was  paid  for  by  other  sources.  When 
ecologic  analyses  were  performed,  populations  of  black  and  white  children 
had  nearly  equal  asthma  discharge  rates  after  adjustment  for  poverty.  Among 
Maryland  counties  and  health  planning  districts,  variation  in  asthma  discharge 
rates  was  not  associated  with  the  supply  of  hospital  beds  or  the  population  to 
primary-care  physician  ratio.  The  authors  concluded  that  black  children  are 
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at  increased  risk  of  hospitalization  for  asthma,  but  that  some  or  all  of  this 
increase  is  related  to  poverty  rather  than  to  race. 


C.    Diabetes  and  End-Stage  Renal  Disease 


Cousins,  L.  (1987,  March).  Pregnancy  complications  among  diabetic  women:  Review 

1965-1985.  Obstetrical  and  Gynecological  Survey  42(3):  140-9. 

It  is  generally  believed  that  the  likelihood  of  obstetrical  complications  is 
increased  when  the  woman  is  diabetic.  However,  the  information  that  is 
available  is  sketchy  and  lacks  appropriate  comparison  data  from  nondiabetic 
pregnancies.  The  continuing  elevated  perinatal  morbidity  and  associated 
mortality  may  explain  why  emphasis  has  remained  on  infant,  rather  than 
maternal,  complications.  Without  accurate  characterization  of  maternal 
morbidity,  it  will  be  impossible  to  determine  changing  patterns  of  maternal 
morbidity,  assess  the  effect  of  these  changes  on  perinatal  morbidity,  and 
define  the  factors  responsible  for  reduced  maternal  morbidity. 


Feldman,  H.I.,  Klag,  M.J.,  Chiapella,  A.P.,  Whelton,  P.K.  (1992,  May).  End-stage  renal 
disease  in  U.S.  minority  groups.  American  Journal  of  Kidney  Disease  19(5):397-410. 
National  data  from  Medicare  demonstrate  variable  patterns  of  use  of  renal 
replacement  services  among  racial  and  ethnic  groups  in  the  U.S.  The  black 
population  has  consistently  suffered  from  a  greater  than  3.5-fold  higher  rate 
of  treated  ESRD  than  has  the  white  population.  The  rates  of  hypertensive, 
diabetic,  and  glomerulopathic  ESRD  are  all  substantially  greater  in  blacks 
than  in  whites,  and  hypertension  has  accounted  for  a  far  greater  proportion 
of  ESRD  in  blacks  than  any  other  diagnosis.  There  is  a  paucity  of  national 
data  on  the  occurrence  of  ESRD  in  Hispanic  Americans.  However,  data  from 
Texas  strongly  suggest  that  the  incidence  rate  of  treated  ESRD  is  much 
higher  in  Mexican  Americans  than  in  non-Hispanic  whites.  Native  Americans 
experience  ESRD  at  a  rate  intermediate  between  those  of  whites  and  blacks, 
but  their  rate  of  diabetic  ESRD  is  higher  than  in  either  blacks  or  whites. 
However,  considerable  diversity  exists  among  Native  American  tribal  groups. 
Significant  barriers  to  the  acquisition  of  preventive  care  have  been  identified, 
especially  for  blacks. 

Garner,  P.R.,  D' Alton,  M.E.,  Dudley,  D.K.,  Huard,  P.,  Hardie,  M.  (1990,  August). 
Preeclampsia  in  diabetic  pregnancies.  American  Journal  of  Obstetrics  and  Gynecology 
163(2):505-8. 

This  prospective  controlled  study  compared  the  incidence  of  preeclampsia  and 
maternal-fetal  outcome  in  334  diabetic  pregnancies  and  16,534  nondiabetic 
pregnancies.  The  incidence  of  preeclampsia  was  9.9  percent  in  diabetic 
pregnancies  compared  with  4.4  percent  in  nondiabetic  controls.  The 
incidence  of  preeclampsia  rose  with  increasing  severity  of  diabetes  by  white 
classification,  but  was  still  8.9  percent  after  exclusion  of  diabetic  patients 
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with  chronic  hypertension.  The  perinatal  mortality  rate  per  1000  births  was 
60  for  preeclamptic  diabetic  patients  compared  with  3.3  for  normotensive 
diabetic  patients.  The  results  suggest  that  preeclampsia  is  twice  as  common 
in  diabetic  pregnancies  compared  with  normal  controls. 

Haffner,  S.M.,  Fong,  D.,  Stern,  M.P.,  et  al.  (1988,  July).  Diabetic  retinopathy  in  Mexican 
Americans  and  non-Hispanic  whites.  Diabetes  Care  37(7):878-874. 

Mexican  Americans  (MAs)  have  a  threefold  greater  prevalence  of  non-insulin 
dependent  diabetes  mellitus  (NTDDM)  than  non-Hispanic  whites  (NHWs). 
Because  MA  diabetic  subjects  have  greater  hyperglycemia  and  an  earlier  age 
of  onset  than  NHW  diabetic  subjects,  it  was  postulated  that  diabetic  MAs 
might  also  have  more  severe  diabetic  retinopathy.  Stereoscopic  retinal 
photographs  of  the  seven  standard  fields  of  each  eye  were  taken  in  257  MAs 
and  56  NHWs  with  NTDDM.  Data  showed  that  MAs  had  a  significantly 
greater  risk  of  severe  retinopathy  relative  to  background  or  no  retinopathy 
than  NHWs.  After  controlling  for  duration  of  disease,  severity  of 
hyperglycemia,  age,  and  systolic  blood  pressure,  MAs  still  had  an  increased 
riskof  severe  retinopathy  relative  to  NHWs.  Severe  retinopathy  was  related 
to  duration  of  disease,  hyperglycemia,  and  insulin  therapy  in  both  ethnic 
groups. 

Haffner,  S.M.,  Hazuda,  H.P.,  Mitchell,  B.D.,  Patterson,  J.K.,  Stern,  M.P.  (1991,  February). 
Increased  incidence  of  type  n  diabetes  mellitus  in  Mexican  Americans.  Diabetes  Care 
14(2):  102-8. 

The  study  objective  was  to  determine  whether  Mexican  Americans  have  an 
increased  incidence  of  non-insulin  dependent  (type  II)  diabetes  mellitus 
relative  to  non-Hispanic  whites.  The  study  determined  the  8  year  incidence 
of  type  II  diabetes  in  617  Mexican  Americans  and  306  non-Hispanic  whites 
who  participated  in  the  San  Antonio  Heart  Study.  Forty  Mexican  Americans 
(6.5  percent)  and  6  non-Hispanic  whites  (2  percent)  developed  type  U 
diabetes.  After  adjusting  for  age,  sex,  ethnicity,  body  mass  index,  and  level 
of  educational  attainment,  Mexican  Americans  continued  to  show  a 
statistically  significant  increase  in  diabetes  incidence.  Obesity  and  age  were 
also  positively  related  to  diabetes  incidence.  In  addition,  subjects  with  at 
least  some  college  education  had  a  lower  incidence  of  diabetes  than  those 
with  less  than  a  high  school  education.  The  incidence  of  type  II  diabetes  in 
Mexican  Americans  is  greater  than  in  non-Hispanic  whites,  a  difference  that 
is  not  explained  by  ethnic  differences  in  obesity,  age,  or  level  of  educational 
attainment. 

Haffner,  S.M.,  Mitchell,  B.D.,  Pugh,  J.A.,  et  al.  (1989,  September).  Proteinuria  in  Mexi- 
can Americans  and  non-Hispanic  whites  and  NTDDM.  Diabetes  Care  12(8):530-6. 
Mexican  Americans  (MAs)  have  a  threefold  greater  prevalence  of  non-insulin 
dependent  diabetes  mellitus  (NTDDM)  than  non-Hispanic  whites  (NHWs)  as 
found  in  the  San  Antonio  Heart  Study.    It  was  hypothesized  that  the 
prevalence  of  clinical  proteinuria  would  be  greater  among  Mexican-American 
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diabetic  subjects  (N  =  317)  than  among  non-Hispanic  white  diabetic  subjects 
(N  =  67).  Clinical  proteinuria  was  2.82  times  more  prevalent  in 
Mexican-American  diabetic  subjects  compared  with  non-Hispanic  white 
diabetic  subjects,  after  adjusting  for  age  and  duration.  After  controlling  for 
other  possible  confounding  variables,  the  excess  of  proteinuria  in 
Mexican-American  diabetic  subjects  was  only  slightly  attenuated.  The 
prevalence  of  microalbuminuria  was  also  significantly  higher  in  MA  diabetic 
subjects  than  in  NHW  subjects. 

Haffner,  S.M.,  Mitchell,  B.D.,  Stern,  M.P.,  Hazuda,  H.P.  (1991).  Macrovascular 
complications  in  Mexican  Americans  with  type  II  diabetes.  Diabetes  Care  14(7):655-71. 
In  this  study,  Mexican  American  (MA)  diabetic  subjects  (N  =  365)  were 
found  to  have  greater  fasting  glycemia  than  non-Hispanic  (NHW)  white 
diabetic  subjects.  Despite  these  findings,  and  despite  a  higher  prevalence  of 
microvascular  complications  among  MA,  there  does  not  appear  to  be  a 
marked  difference  in  prevalence  of  macrovascular  complications  between  MA 
and  NHW  diabetic  subjects.  MA  diabetic  subjects  have  only  a  moderate 
excess  of  peripheral  vascular  disease  relative  to  NHW  diabetic  subjects.  MA 
diabetic  subjects  actually  reported  fewer  myocardial  infarctions  than  NHW 
white  diabetic  subjects.  Duration  was  not  associated  wi*h  either  peripheral 
vascular  disease  or  myocardial  infarction.  The  absence  of  an  ethnic  dif- 
ference in  the  prevalence  of  macrovascular  disease  contrasts  with  previous 
reports  from  the  San  Antonio  Heart  Study,  in  which  the  prevalence  of  both 
retinopathy  and  proteinuria  was  observed  to  be  higher  in  MA  diabetic 
subjects. 

Hazuda,  H.P.,  Haffner,  S.M.,  Stern,  M.P.,  Eifler,  C.W.  (1988,  December).  Effects  of 
acculturation  and  socioeconomic  status  on  obesity  and  diabetes  in  Mexican  Americans: 
The  San  Antonio  Heart  Study.  American  Journal  of  Epidemiology  128(6):  1289-301. 
The  authors  hypothesized  that  higher  socioeconomic  status  and  acculturation 
of  Mexican  Americans  to  mainstream  U.S.  society  would  be  accompanied  by 
a  progressive  lessening  of  obesity  and  non-insulin  dependent  diabetes 
mellitus.  This  hypothesis  was  tested  in  a  population-based  study  of  1,288 
Mexican  Americans  and  929  non-Hispanic  whites,  aged  25-64  years, 
randomly  selected  from  three  San  Antonio  neighborhoods.  In  Mexican 
American  men,  increased  acculturation  was  accompanied  by  a  significant 
decline  in  both  obesity  and  diabetes,  while  socioeconomic  status  had  no 
significant  effect  on  either  outcome.  In  Mexican  American  women,  increased 
acculturation  and  increased  socioeconomic  status  were  accompanied  by 
significant  declines  in  both  outcomes.  The  results  of  this  study  suggest  that 
culturally  mediated  factors  exert  a  more  pervasive  influence  on  obesity  and 
diabetes  in  Mexican  Americans  than  do  socioeconomically  mediated  factors. 

Jacobson,  J.D.,  Cousins,  L.  (1989,  October).  A  population-based  study  of  maternal  and 
perinatal  outcome  in  patients  with  gestational  diabetes.  American  Journal  of  Obstetrics 
and  Gynecology  161(4):981-6. 
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This  is  a  prospective  population-based  study  of  gestational  diabetes  mellitus 
(N  =  2272)  to  determine  perinatal  and  maternal  outcomes.  These  patients 
were  older,  shorter,  heavier,  had  more  children  and  higher  rates  of  cesarean 
section  than  did  the  control  group.  Higher  C-section  rates  were  associated 
with  increased  infectious  complications  in  these  groups.  Acceptable  glucose 
control  did  not  normalize  birthweight  percentiles  in  patients  with  gestational 
diabetes  mellitus.  Maternal  weight  at  delivery  was  the  only  significant 
predictor  of  birthweight  percentile  in  the  group  with  gestational  diabetes 
mellitus.  Plasma  glucose  levels  were  a  poor  predictor  of  birthweight  Factors 
associated  with  maternal  obesity  in  well-controlled  gestational  diabetes 
mellitus  may  be  more  significant  than  glucose  control  in  the  development  of 
large-for-gestational-age  infants. 

Pugh,  J.A.,  Stem,  M.P.,  Haffner,  S.M.,  Eifler,  C.W.,  Zapata,  M.  (1988,  January).  Excess 
incidence  of  treatment  of  end-stage  renal  disease  in  Mexican  Americans.  American 
Journal  of  Epidemiology  127(1):  1 35—44. 

Using  a  data  base  from  the  Kidney  Health  Program  and  the  1980  U.S.  census 
data  for  the  state  of  Texas,  the  authors  calculated  age-adjusted  incidence  of 
treatment  of  end-stage  renal  disease  in  Mexican  Americans,  non-Hispanic 
wh'tes,  and  blacks  for  the  years  1978-1984.  Mexican  Americans  and  blacks 
have  an  excess  of  treatment  of  end-stage  renal  disease  compared  with 
non-Hispanic  whites.  For  diabetes-related,  end-stage  renal  disease,  Mexican 
Americans  have  an  incidence  ratio  of  6,  while  blacks  have  an  incidence  ratio 
of  4  compared  with  non-Hispanic  whites.  For  Mexican  Americans,  this 
excess  is  higher  than  would  be  expected  on  the  basis  of  their  underlying 
prevalence  of  diabetes.  The  incidence  of  hypertensive  end-stage  renal  disease 
in  Mexican  Americans  was  2.5  times  higher  than  in  non-Hispanic  whites, 
which  is  higher  than  expected  given  the  lack  of  excess  in  their  underlying 
prevalence  of  hypertension. 

Pugh,  J.A.,  Tuley,  M.  (1989).  Survival  of  patients  with  end-stage  renal  disease  (ESRD) 

in  Texas:  Ethnic/racial  comparison.  Clinical  Research  37:86A. 

Using  a  database  from  the  Texas  Kidney  Health  Program,  the  effect  of 
ethnicity  on  survival  was  explored.  The  data  base  included  13,799  patients 
who  began  dialysis  between  1967  and  1985.  All  analyses  were  age-adjusted. 
Blacks  had  a  better  survival  than  non-Hispanic  whites  (NHWs),  and  diabetics 
had  worse  survival  than  all  other  etiologies.  Mexican  Americans  (MAs)  had 
a  similar  survival  to  NHWs.  Among  hypertensives  and  diabetics,  MAs  had 
a  better  survival  rate  than  NHWs.  The  investigators  also  analyzed  MA 
survival,  with  diabetes  as  an  additional  covariate,  and  found  that  MAs  had  a 
better  survival  than  NHWs.  It  was  concluded  that  within  disease  categories 
MAs  have  a  better  survival  than  NHWs,  but  their  higher  proportion  of 
diabetic  ESRD  decreases  their  overall  survival. 

Quevedo,  S.  (1991).  Quality  of  life  in  patients  with  end-stage  renal  disease:  A  clinician's 
view.  AKF  Nephrology  Letter  8(2):  13-20. 
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For  the  practicing  nephrologist  the  assessment  of  the  quality  of  life  of  patients 
undergoing  dialysis  and  transplantation  is  a  daily  clinical  concern.  Yet  the 
definition  of  what  is  meant  by  "quality  of  life"  is  difficult  to  characterize 
with  clarity  and  even  more  difficult  to  measure  with  precision.  This  paper 
explores  those  psychological,  social  and  even  clinical  aspects  that,  without 
being  directly  "medical"  in  the  common  use  of  the  term,  have  such  profound 
effect  on  patients'  response  to  their  disease  and  its  therapy.  A  review  of 
some  general  aspects  of  chronic  illness  and  quality  of  life  and  a  summary  of 
a  set  of  studies  on  patients  with  ESRD  are  presented. 

Reid,  B.V.  (1992,  June).  It's  like  you're  down  on  a  bed  of  affliction:  Aging  and  diabetes 
among  black  Americans.  Social  Science  and  Medicine  34(12):  13 17-23. 

This  article  examines  the  self-care  methods  of  black  diabetics  as  they  are 
affected  by  age.  A  study  of  32  patients  at  a  diabetes  clinic  in  San  Francisco 
revealed  two  major  ways  in  which  chronological  age  is  related  to  the 
management  of  diabetes:  older  patients  must  cope  with  multiple  disorders,  a 
factor  which  influences  the  way  in  which  they  approach  diabetes  treatment; 
and  the  three  sectors  of  the  health  care  system  (professional,  folk  and 
popular)  are  emphasized  differently  according  to  age.  Older  diabetics  rely 
more  on  the  professional  sector  than  those  in  other  age  categories.  The 
effects  of  self-perception  of  age  and  cultural  meanings  of  age  on  diabetic  self- 
care  are  addressed.  Implications  of  these  findings  for  treatment  and 
compliance  of  diabetics  are  discussed. 

D.  Cancer 


Baquet,  C.R.,  Horm,  J.W.,  Gibbs,  T.,  Greenwald,  P.  (1991,  April).  Socioeconomic 
factors  and  cancer  incidence  among  blacks  and  whites.  Journal  of  the  National  Cancer 
Institute  83(8^:551-7. 

The  study  analyzed  data  from  the  National  Cancer  Institute's  Surveillance, 
Epidemiology,  and  End  Results  (SEER)  Program,  on  the  incidence  of  cancer 
at  all  sites  combined  (greater  than  100  cancer  sites)  in  three  metropolitan 
areas  between  1978  and  1982;  and  at  seven  major  sites  separately.  Income 
and  educational  levels  served  as  surrogates  for  socioeconomic  status. 
Age-adjusted  data  on  cancer  incidence  showed  statistically  significant 
elevated  risks  among  blacks  for  cancer  at  all  sites  combined  and  at  four  of 
the  seven  separate  sites.  Whites  showed  an  elevated  risk  for  cancer  at  two 
sites. 

Becker,  T.M.,  Wheeler,  CM.,  Key,  C.R.,  Samet,  J.M.  (1992,  April).  Cervical  cancer 
incidence  and  mortality  in  New  Mexico's  Hispanics,  American  Indians,  and  non-Hispanic 
whites.  Western  Journal  of  Medicine  156(4):376-9. 

This  study  examined  data  collected  from  1970  to  1987  for  invasive  cervical 
cancer  and  cervical  carcinoma  in  situ  for  New  Mexico's  Hispanic,  American 
Indian,  and  non-Hispanic  white  women  to  determine  whether  changes  had 
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occurred  in  cervical  cancer  rates  since  earlier  reports.  Also  reviewed  were 
state  vital  statistics  for  cervical  cancer  deaths  occurring  between  1958  and 
1987.  From  1970  to  1987,  the  incidence  for  invasive  cervical  cancer  per 
100,000  Hispanic  and  American  Indian  women  was  about  double  that  for 
non-Hispanic  white  women.  The  incidence  in  each  ethnic  group  decreased 
over  time  for  both  invasive  cancer  and  carcinoma  in  situ,  but  invasive 
cervical  cancer  was  most  dramatic.  Although  the  data  reflect  declines  in 
cervical  cancer  rates  during  the  study  period,  further  rate  decreases,  especially 
for  minority  women,  remain  an  important  public  health  goal  in  New  Mexico. 

Cella,  D.F.,  Orav,  E.J.,  Kornblith,  A.B.,  et  al.  (1991,  August).  Socioeconomic  status  and 

cancer  survival.  Journal  of  Clinical  Oncology  9(8):  1500-9. 

Survival  data  from  eight  Cancer  and  Leukemia  Group  B  (CALGB)  protocols 
were  examined  for  patients  with  lung  cancer  (N  =  961),  multiple  myeloma 
(N  =  577),  gastric  cancer  (N  =  231),  pancreatic  cancer  (N  =  174),  breast 
cancer  (N  =  87),  and  Hodgkin's  disease  (N  =  58).  After  accounting  for 
differences  in  survival  rate  attributable  to  type  of  cancer,  initial  performance 
status,  age,  and  14  other  indicators,  the  additional  predictive  value  of  socio- 
economic status  (SES)  was  evaluated.  Race  was  not  a  significant  predictor 
of  survival  time,  but  income  and  education  were.  People  with  lower  annual 
incomes  and  educational  level  (grade  school  only)  snowed  survival  times 
significantly  shorter  than  those  with  higher  income  or  education.  These 
survival  differences  were  associated  with  severity  of  disease  at  initial  presen- 
tation. Because  SES  is  related  to  survival,  independent  of  all  known 
prognostic  variables,  it  should  be  included  in  the  databases  of  clinical  trial 
groups  to  provide  a  more  accurate  test  of  the  effectiveness  of  new  therapies. 

Evans,  L.A.  (1992,  July-August).  Black  and  white  differences:  Narrowing  the  gap  in 

cancer  medicine.  In  Vivo  6(4):429-34. 

Excess  mortality  is  a  complex  problem  involving  economics,  lifestyle, 
behaviors  related  to  cancer  biology,  and  access  to  medical  care.  Multiple 
influences  lead  to  a  discrepancy  in  survival  related  to  cancer  and  increased 
incidence  of  certain  tumors.  Increased  availability  of  state-of-the-art  cancer 
treatment  to  the  population  as  a  whole  will  upgrade  the  level  of  care  by  those 
who  participate  in  clinical  trials,  the  physicians  as  well  as  those  patients  who 
are  not  entered  into  the  trials.  Upgrading  the  access  to  information  about 
prevention  and  control  of  cancer  is  of  equal  importance.  There  are  those 
tumors  with  possible  biological  explanations  for  increases  in  cancer  incidence 
in  the  black  population,  in  particular,  multiple  myeloma  and  prostate  cancer. 
There  are  tumors  which  are  increasing  in  incidence  in  this  population  with  no 
explanation,  but  which  may  relate  to  biological  factors. 

Freeman,  H.P.,  Wasfie,  T.J.  (1989,  June).  Cancer  of  the  breast  in  poor  black  women. 

Cancer  63(12):2562-9. 

A  retrospective  analysis  of  708  low-income  patients  (94  percent  blacks)  with 
breast  cancer  who  were  diagnosed,  treated  and/or  followed  at  Harlem  Hospital 
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Center  between  1964  and  1986  was  completed.  Surgical  treatment  was 
implemented  in  512  patients  (72  percent).  Radiotherapy  and/or  chemotherapy 
alone  were  used  in  94  patients  (13  percent);  102  patients  (14  percent)  refused 
treatment  or  died  before  its  initiation.  For  those  patients  undergoing  surgery, 
5-year  and  10-year  survival  rates  were  analyzed  according  to  stage  of  the 
disease.  There  was  a  significant  difference  in  the  5-year  survival  rates 
between  patients  with  pathologically  negative  lymph  nodes  and  a  single 
positive  lymph  node  compared  to  those  with  multiple  positive  lymph  nodes. 
The  authors  conclude  that  breast  cancer  survival  in  this  population  of  poor 
black  women  is  low  compared  to  the  survival  rate  of  black  women  nationally 
and  very  low  compared  to  that  of  white  women. 

Goodman,  M.T.,  Kolonel,  L.N.,  Wilkens,  L.R.,  Yoshigawa,  C.N.  LeMarchand,  L.  (1990, 
September).  Smoking  history  and  survival  among  lung  cancer  patients.  Cancer  Causes 
and  Control  1(2):  155-63. 

Two  population-based,  case-control  studies  of  lung  cancer  were  conducted  in 
Hawaii  between  1979  and  1985.  Interview  information  concerning  smoking 
habits  and  other  characteristics  was  obtained  from  a  total  of  463  men  and  212 
women  with  histologically  confirmed  lung  cancer.  Records  from  the  Hawaii 
Tumor  Registry  were  reviewed  for  information  on  the  stage,  histology,  and 
follow-up  status  of  these  patients.  Cigarette  smoking  was  found  to  be 
positively  related  to  the  age-adjusted  risk  of  death  among  women,  but  not 
among  men.  Both  past  and  current  female  smokers  were  at  greater  risk  of 
death  than  non-smokers,  and  there  was  a  significant  trend  in  the  risk  of  death 
by  the  number  of  cigarettes  smoked  per  day  and  the  age  at  which  the  subjects 
started  smoking. 


Hardy,  R.E.,  Hargreaves,  M.K.  (1991,  July).  Cancer  prognosis  in  black  Americans:  A 
mini  review.  Journal  of  the  National  Medical  Association  83(7):574-9. 

There  is  significant  disparity  in  cancer  outcomes  (incidence,  survival,  and 
mortality)  for  black  Americans  when  compared  with  white  Americans.  The 
extent  of  disease  is  inversely  associated  with  survival  and  directly  associated 
with  mortality  rates.  Blacks,  who  tend  to  be  diagnosed  at  later  stages  of 
cancer  than  their  white  counterparts,  may  have  poorer  outcomes  even  when 
diagnosed  within  the  same  stage.  Socioeconomic  status  has  been  shown  to 
be  a  significant  predictor  of  poor  outcomes,  and  blacks  are  disproportionately 
represented  among  the  poor.  Some  studies  continue  to  show  significant 
effects  of  race  after  controlling  for  income,  a  result  likely  due  to  unmeasured 
related  variables.  Possible  solutions  are  discussed  that  deal  primarily  with 
promotion  of  cultural  and  class  sensitive  educational  interventions  and  efforts 
aimed  at  overcoming  barriers  to  early  and  effective  prevention  and  treatment. 
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Kimmick,  G.,  Muss,  H.B.,  Case,  L.D.,  Stanley,  V.  (1991,  June).  A  comparison  of 
treatment  outcomes  for  black  patients  and  white  patients  with  metastatic  breast  cancer. 
Cancer  67(11  ):2850-4. 

Seventy-four  black  patients  treated  on  six  Piedmont  Oncology  Association 
(POA)  protocols  were  compared  with  74  randomly  selected  white  patients 
treated  with  the  same  protocols  to  determine  if  race  had  any  independent 
effect  on  response,  time  to  progression,  or  survival  time.  Patients  were 
matched  for  pretreatment  characteristics  with  the  exception  that  white  patients 
had  a  significantly  higher  percentage  of  bone  metastases  and  significantly  less 
skin  involvement.  Response  rates  and  median  time  to  progression  were 
similar  for  black  patients  and  white  patients.  Black  patients  had  poorer 
survival  times,  even  after  adjusting  for  covariables.  The  reason  for  this 
survival  difference  in  Stage  IV  patients  is  unclear,  but  is  unlikely  to  be 
related  to  treatment. 

Lane,  D.S.,  Polednak,  A.P.,  Burg,  M.A.  (1992,  February).  Breast  cancer  screening 
practices  among  users  of  county-funded  health  centers  vs.  women  in  the  entire 
community.  American  Journal  of  Public  Health  82(2):  199-203. 

Breast  cancer  screening  rates  tend  to  be  lower  among  women  with  lower 
income  and/or  education.  Telephone  surveys  of  random  samples  of  women 
aged  50  to  75  who  had  visited  five  health  centers  (AT  =  795)  and  women  in 
the  same  age  group  residing  in  the  entire  community  (N  =  404)  were 
conducted  in  1988.  Despite  the  significantly  lower  socioeconomic  level,  a 
higher  proportion  of  minority  women,  and  poorer  knowledge  of 
mammography,  screening  rates  in  the  health  center  group  were  not  lower  than 
in  the  community  sample.  About  half  or  more  of  the  health  center 
respondents  ever  had  a  mammogram  regardless  of  income,  education,  age, 
and  ethnic  group.  Of  the  community  respondents,  49  percent  ever  had  a 
mammogram,  but  the  proportion  varied  significantly  by  income  and 
education.  Within  the  subgroup  of  women  having  annual  incomes  below 
$15,000,  mammography  use  was  actually  higher  among  health  center  women; 
that  is,  50  percent  of  health  center  versus  35  percent  of  community  women 
reported  ever  having  a  mammogram  and  31  percent  versus  14  percent, 
respectively,  reported  having  a  mammogram  in  the  past  year. 

Le  Marchand,  L.  (1991,  May).   Ethnic  variation  in  breast  cancer  survival:  A  review. 

Breast  Cancer  Research  and  Treatment  18(Suppl  1):S1 19-26. 

Intercountry,  as  well  as  intracountry,  survival  comparisons  have  revealed 
some  differences  in  breast  cancer  survival  among  various  ethnic  populations. 
Most  of  these  differences  are  probably  explained  by  factors  related  to  socio- 
economic status.  However,  the  well-documented  survival  advantage  of 
Japanese  patients  compared  to  Caucasian  patients  remains  unexplained.  Some 
recent  studies  suggest  an  adverse  prognostic  effect  for  obesity.  Although  still 
inconclusive,  these  findings  raise  the  possibility  that  the  better  survival  of 
Japanese  patients  may  be  in  part  related  to  their  lower  mean  body  weight. 
An  effect  of  the  lower  fat  intake  of  the  Japanese  in  explaining  breast  cancer 
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survival  advantage  has  little  support  at  present,  but,  like  the  obesity 
hypothesis,  deserves  further  study. 

LeMarchand,  L.,  Yoshizawa,  N,  Kolonel,  L.N.,  Nomura,  A.M.  (1987).  Time  trends  in 
characteristics  at  diagnosis  and  subsequent  survival  for  Caucasian,  Japanese  and  Hawaiian 
women  with  breast  cancer  in  Hawaii.  Journal  of  Chronic  Diseases  40(12):  1099-1 10. 
This  study  examines  whether  the  improvement  in  breast  cancer  survival  in 
Hawaii  suggested  by  an  earlier  analysis  might  be  explained  by  temporal 
variations  in  prognostic  factors.   Characteristics  at  diagnosis  and  survival 
experience  were  compared  for  1251  Caucasian,  1015  Japanese  and  505 
Hawaiian  women  diagnosed  with  invasive  breast  carcinoma  during 
1960-1979  and  followed  until  the  end  of  1982.  Data  revealed  that  adjustment 
for  temporal  variations  in  stage  and  age  at  diagnosis  yielded  a  positive 
survival  trend  of  a  greater  magnitude  than  that  observed  without  adjustment 
Further  analysis  revealed  that  such  improvement  in  breast  cancer  survival 
occurred  for  certain  race-stage  groups  of  patients  only.  The  data  suggest  that 
early  detection  might  explain  most  of  the  survival  improvement  in  Hawaii 
during  the  study  period. 

Michalek,  A.M.,  Mahoney,  M.C.  (1990).  Cancer  in  native  populations:  Lessons  to  be 

learned.  Journal  of  Cancer  Education  5(4):243-9. 

The  present  report  attempts  to  put  the  Native  American  cancer  question  into 
focus  through  a  systematic  literature  review,  the  presentation  of  a  separate 
investigation  of  cancer  mortality  patterns  in  a  single  tribal  group  covering  a 
30-year  period,  and  a  brief  review  of  cancer  survival  statistics  for  Native 
Americans.  Results  indicate  that  Native  males  and  females  experience  a 
significantly  lower  incidence  of  cancer  than  expected.  Females  were  found 
to  experience  an  elevated  risk  of  cervical  cancer.  Moreover,  mortality  data 
indicate  that  there  has  been  a  trend  toward  increases  in  mortality  from  cancer, 
especially  cancers  of  the  lung,  colon/rectum,  and  cervix.  Native  Americans 
experienced  significantly  poorer  relative  survival  rates  for  most  cancer  sites. 
Secular  changes  in  cancer  occurrence  and  mortality  coupled  with  bleak 
survival  statistics  argue  for  the  immediate  establishment  of  effective  cancer 
education  and  screening  programs  in  these  populations. 

Nomura,  A.M.,  Le  Marchand,  L.L.,  Kolonel,  L.N.,  Hankin,  J.H.  (1991,  May).  The  effect 
of  dietary  fat  on  breast  cancer  survival  among  Caucasian  and  Japanese  women  in  Hawaii. 
Breast  Cancer  Research  and  Treatment  18(Suppl  1):S135^41. 

In  this  study,  182  Japanese  and  161  Caucasian  breast  cancer  patients 
participated  in  an  epidemiologic  case-control  study  from  1975-1980.  They 
were  subsequently  followed  until  the  end  of  1987  to  determine  their  survival 
status.  Among  the  Japanese,  patients  with  regional  or  distant  disease  had  a 
RR  of  death  of  13.0,  compared  to  those  with  in  situ  or  localized  disease,  and 
obese  patients  had  a  RR  of  death  of  3.5  compared  to  non-obese  subjects. 
Among  the  Caucasians,  patients  with  advanced  disease  had  a  RR  of  death  of 
4.3  compared  to  those  with  in  situ  or  localized  disease,  and  patients  with  a 
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high  fat  intake  had  a  RR  of  3.2  compared  to  subjects  with  a  low  fat  intake. 
Menopausal  status  (pre-  or  postmenopausal)  and  replacement  estrogen  use 
were  not  related  to  survival  from  breast  cancer  in  either  ethnic  group.  When 
Japanese  and  Caucasian  patients  were  compared  with  each  other,  there  was 
no  significant  difference  in  survival. 

Sullivan,  L.W.  (1991,  April-June).  Approaches  for  reducing  cancer  mortality  in 
minorities.  State  Bulletin  of  the  Metropolitan  Insurance  Company  72(2):2-5. 

There  is  an  urgent  need  to  reduce  cancer  mortality  among  black  Americans 
and  other  minorities.  Although  much  progress  has  been  made,  cancer 
statistics  are  not  as  positive  for  these  groups  and  the  medically  underserved 
populations.  Getting  Americans  to  change  their  behavior  patterns, 
particularly  with  regard  to  cigarette  smoking,  is  vitally  important.  Early 
detection  of  risk  factors  is  critical.  Government  has  an  obligation  to  make 
Americans  aware  of  how  to  reduce  adverse  health  indicators  and  to  make 
individuals  responsible  for  their  own  life  as  well  as  for  the  lives  of  their 
family  members. 

Valdez,  R.B,  Delgado,  D.J.,  Cervantes,  R.C.,  Bowler,  S.  (1993)  Cancer  in  U.S.  Latino 
Communities:  An  Exploratory  Review.  Santa  Monica,  California:  RAND. 

This  report  presents  findings  from  a  study  sponsored  by  the  Hispanic  Cancer 
Prevention  and  Control  Program  of  the  National  Cancer  Institute.  It  provides 
multi-site  and  regional  comparison  of  the  cancer  experiences  of  Latinos 
compared  to  non-Latino  white  populations  in  the  United  States.  Incidence 
rates  by  gender  and  ethnicity  for  18  cancers  are  included.  Data  were 
obtained  from  published  articles,  government  reports,  and  cancer  registry 
records  from  eight  regions  in  the  United  States  and  the  Commonwealth  of 
Puerto  Rico.  It  also  makes  recommendations  regarding  additional  research 
needed  to  design  better  prevention  and  control  programs  serving  Latino 
communities. 

E.     Low  Birth  weight  and  Infant  Mortality 

Abel,  E.L.,  Sokol,  R.J.  (1991,  June).  A  revised  conservative  estimate  of  the  incidence  of 
FAS  and  its  economic  impact.  Alcoholism,  Clinical  and  Experimental  Research 
15(3):514-24. 

An  analysis  of  the  incidence  of  fetal  alcohol  syndrome  (FAS)  and  its 
economic  impact  based  on  prospectively  gathered  data  of  consecutive 
pregnancies  was  conducted.  This  analysis  reflects  concern  over  possible 
inclusion  of  "false  positives"  in  a  previous  estimate  and  now  puts  the  overall 
rate  in  the  western  world  at  0.33  cases  per  1000.  Estimates  for  Native 
Americans  were  not  included  due  to  absence  of  prospectively  gathered  data 
on  FAS  for  this  group.  Retrospective  studies  suggest  larger  disparities.  Both 
prospective  and  retrospective  studies  may  be  influenced  by  examiner  bias 
especially  for  minorities,  since  minorities  are  often  evaluated  against 
standards  derived  from  whites.  It  is  estimated  that  about  1,200  children  are 
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born  with  FAS  each  year  in  the  United  States.  This  is  a  probable  lower  limit 
based  on  absence  of  relevant  information  for  other  minorities,  such  as  Native 
Americans.  In  calculating  economic  costs,  about  three-quarters  of  the 
economic  burden  is  associated  with  care  of  FAS  cases  with  mental 
retardation. 

Balcazar,  H.,  Aoyama,  C,  Cai,  X.  (1991,  July-August).  Interpretative  views  on 
Hispanics'  perinatal  problems  of  low  birth  weight  and  prenatal  care.  Public  Health 
Reports  106(4):420-6. 

This  review  examines  critically  the  recent  literature  related  to  low  birthweight 
and  prenatal  care  and  suggests  alternative  ways  to  address  these  perinatal 
health  issues  in  Hispanics.  Low  birthweight  is  examined  in  the  context  of  the 
problem  of  intrauterine  growth  retardation  and  the  potential  mechanisms  and 
consequences  of  different  types  of  growth  limitation  in  utero  which  have  not 
been  studied  in  this  population.  The  use  of  prenatal  care  by  Mexican 
American  women  and  its  association  with  birthweight  is  examined  as  an 
indication  of  maternal  behavior  or  as  a  health  care  intervention. 


Becerra,  J.E.,  Hogue,  C.J.,  Atrash,  H.K.,  Perez,  N.  (1991,  January).  Infant  mortality 
among  Hispanics:  A  portrait  of  heterogeneity.  Journal  of  the  American  Medical 
Association  265(2):217-21. 

The  1983  and  1984  National  Linked  Birth  and  Infant  Death  data  sets  were 
used  to  compare  infant  mortality  risks  among  single-delivery  infants  of 
Hispanic  descent  with  those  among  single-delivery  infants  of  non-Hispanic 
whites  (the  reference  group).  Also  included  were  the  1983  and  1984  linked 
birth  and  infant  data  sets  for  single  delivery  in  Puerto  Rico.  Among  all 
Hispanic  groups,  the  neonatal  mortality  risk  was  higher  among  Puerto  Rican 
islanders  and  continental  Puerto  Ricans,  and  lower  among  Cuban- Americans 
and  Mexican- Americans.  The  postneonatal  mortality  risk  was  highest  among 
continental  Puerto  Ricans  and  lowest  among  Cuban-Americans.  This  study 
underscores  the  heterogeneity  of  the  Hispanic  population  in  the  United  States 
and  suggests  that  interventions  to  prevent  infant  mortality  be  tailored  to 
ethnic-specific  risk  factors  and  outcomes. 


Binkin,  N.J.,  Rust,  K.R.,  Williams,  R.L.  (1988).  Racial  differences  in  neonatal  mortality: 
What  causes  of  death  explain  the  gap?  American  Journal  of  Diseases  of  Children 
142(4):434-^0. 

This  study  examined  causes  of  death  for  infants  of  white,  black,  United 
States-born  Hispanic,  and  Mexican-bom  Hispanic  women  using  linked 
California  birth  and  death  records  from  1981  to  1983.  Black  infants  of  low 
birthweight  had  considerably  lower  neonatal  mortality  rates  from  respiratory 
distress  syndrome  and  congenital  abnormalities.  In  the  normal  birthweight 
category,  however,  black  neonatal  mortality  rates  for  most  conditions  were 
higher  than  those  for  whites.  The  greatest  differences  between  Mexican-bom 
Hispanic  and  white  neonatal  mortality  rates  were  seen  for  other  respiratory 
conditions  and  trauma/hypoxia/asphyxia. 
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Binsacca,  D.B.,  Ellis,  J.,  Martin,  D.G.,  Pettitti,  D.B.  (1987,  April).  Factors  associated 
with  low  birthweight  in  an  inner-city  population:  The  role  of  financial  problems. 
American  Journal  of  Public  Health  77(4):505-6. 

A  case-control  study  of  low  birthweight  among  residents  of  high  risk  areas 
of  Alameda  County  was  conducted  in  1983.  The  relation  of  13  variables  to 
low  birthweight  was  assessed.  A  six-fold  increase  in  the  risk  of  low 
birthweight  was  found  in  association  with  financial  problems  during  the 
current  pregnancy,  controlling  for  differences  in  race,  health  habits, 
complications  of  pregnancy,  and  several  other  factors  between  cases  and 
controls. 


Buescher,  P. A.,  Ward,  N.I.  (1992,  January-February).  A  comparison  of  low  birthweight 
among  Medicaid  patients  of  public  health  departments  and  other  providers  of  prenatal  care 
in  North  Carolina  and  Kentucky.  Public  Health  Reports  107(l):54-9. 

Matching  of  Medicaid  and  health  department  patients'  files  to  birth 
certificates  was  used  as  a  means  of  evaluating  the  effect  of  prenatal  care 
given  by  public  health  departments  on  the  birthweight  of  babies  of  women 
enrolled  in  Medicaid.  Three  years  of  live  birth  data  from  North  Carolina  and 
2  years  of  birth  data  from  Kentucky  were  used  in  the  analysis.  After 
controlling  for  other  low  birthweight  risk  factors  (including  the  quantity  of 
prenatal  care),  women  in  Medicaid  who  received  prenatal  care  outside  public 
health  departments  were  found  to  be  substantially  more  likely  than  those  who 
received  care  at  health  departments  to  have  low  weight  infants.  This 
association  was  especially  strong  for  births  under  1,500  grams.  The  authors 
suggest  that  the  comprehensive  prenatal  care  that  is  provided  by  the  public 
health  departments,  which  includes  various  nonmedical  support  services,  may 
be  responsible  for  this  difference. 

Buescher,  P.A.,  Meis,  P.J.,  Ernest,  J.M.,  et  al.  (1988,  March).  A  comparison  of  women 
in  and  out  of  a  prematurity  prevention  project  in  a  North  Carolina  perinatal  care  region. 
American  Journal  of  Public  Health  78(3):264-7. 

This  study  assessed  a  prematurity  prevention  project  in  a  North  Carolina 
region  with  21,000  annual  births  in  terms  of  its  impact  on  low  birthweight 
Project  records  were  matched  to  birth  certificates  to  compare  characteristics 
of  women  in  and  out  of  the  program  who  received  prenatal  care  from  private 
providers.  Controlling  for  the  effects  of  race,  marital  status,  age,  and  other 
risk  factors  on  low  birthweight,  results  showed  that  women  not  in  the  project 
were  1.32  times  as  likely  as  project  participants  to  have  a  birth  under  2,500 
grams.  The  relative  risk  for  nonparticipants  for  a  birth  under  1,500  grams 
was  1.87.  The  results  are  consistent  with  previous  work  examining  the 
etiologies  of  low  birthweight  in  private  versus  public  patients. 
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Cabral,  H.,  Fried,  L.E.,  Levenson,  S.,  Amaro,  H.,  Zuckerman,  B.  (1990,  January). 

Foreign-born  and  U.S.-bom  black  women:   Differences  in  health  behaviors  and  birth 

outcomes.  American  Journal  of  Public  Health  80H):7Q-2. 

This  study  examined  the  health  behaviors  and  birth  outcomes  among 
201  foreign-born  and  616  U.S. -born  black  women  receiving  prenatal  care  at 
Boston  City  Hospital.  Foreign-bom  women  had  better  pre-pregnancy 
nutritional  status  and  prenatal  health  behaviors,  and  their  infants  had  greater 
intrauterine  growth.  Black  women  are  not  a  homogeneous  group.  Therefore, 
culture  and  ethnicity,  in  addition  to  other  variables,  must  be  considered  in  the 
study  of  their  birth  outcomes. 


Comas,  A.,  Navarro,  A.,  Conde,  J.,  Blasini,  I.,  Adamsons,  K.  (1990,  August). 
Misreporting  of  maternal  mortality  in  Puerto  Rico.  Boletin  Asociacion  Medica  de  Puerto 
Rico  82(8):343-6. 

It  has  been  estimated  that  the  minimum  amount  of  underreporting  of  maternal 
mortality  (MM)  in  the  U.S.  is  20  percent,  resulting  in  MM  rates  that  may  be 
substantially  higher  than  reported.  The  national  goal  for  the  MM  rate  for  the 
year  1990  has  been  set  at  5/100,000,  and,  at  the  present  trend,  it  is  expected 
thit  this  may  be  achieved  among  the  white  population,  but  not  among 
minorities.  Puerto  Rico  reported  a  maternal  mortality  rate  of  5/100,000  in 
1975.  A  study  was  undertaken  to  investigate  the  possibility  that  such  a  low 
rate  was  due  to  underreporting.  The  results  indicated  that  there  was  severe 
underreporting  of  maternal  deaths  during  1978-1979.  Recently,  there  has 
been  a  growing  concern  that  the  level  of  underreporting  in  Puerto  Rico 
continues  to  be  high.  Since  there  has  been  no  evidence  that  the  surveillance 
has  improved,  the  Department  of  Health  requested  that  the  Department  of 
Obstetrics  and  Gynecology  of  the  University  of  Puerto  Rico  Medical  School 
and  the  Department  of  Maternal  and  Child  Health  conduct  a  study  to  Find  out 
if  the  previous  Findings  held  true  for  recent  years.  The  study  was  based  on 
the  review  of  selected  medical  records.  These  records  were  for  women  of 
childbearing  age  whose  causes  of  death,  as  coded  in  the  death  certiFicate, 
were  considered  as  having  a  high  probability  of  masking  a  misreported 
maternal  death.  It  was  decided  to  investigate  those  deaths  occurring  in  1982, 
to  see  if  the  results  of  the  previous  study  had  caused  any  impact  on  the 
surveillance  of  maternal  deaths  in  Puerto  Rico. 


David,  R.J.,  Collins,  J.W.  (1991).    Bad  outcomes  in  black  babies:  Race  or  racism? 

Ethnicity  and  Disease  l(3):236-44. 

The  gap  between  black  and  white  infant  death  rates  in  the  United  States  has 
grown  over  the  last  three  decades.  Researchers  have  looked  for  the 
combination  of  social  and  environmental  risk  factors  that  are  more  common 
among  blacks  and  would  therefore  explain  this  group's  poor  reproductive 
outcomes.  The  implicit  alternate  hypothesis  is  genetic  differences  between 
blacks  and  whites.  In  fact,  there  is  more  of  a  gap  between  black  and  white 
mothers  of  higher  socioeconomic  position  than  between  overall  black  and 
white  rates  without  socioeconomic  stratification.  An  alternative  to  the  genetic 
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theory  explains  these  results  on  the  basis  of  social  risk  factors  that,  because 
of  the  presence  of  widespread  discrimination  in  the  society  under  study,  apply 
only  to  blacks.  Several  lines  of  research  are  needed  to  investigate  the  effects 
of  racism  on  perinatal  outcomes,  including  studies  on  psycho-physiological 
reactions  to  racial  discrimination  and  on  ethnic  group  differences  in  coping 
mechanisms,  social  supports,  and  physical  environment 

Dowling,  P.T.,  Fisher,  M.  (1987).  Maternal  factors  and  low  birthweight  infants:  A 
comparison  of  blacks  with  Mexican-Americans.  Journal  of  Family  Practice  25(2):  153-8. 
Regional  vital  statistics  suggest  that  the  Mexican-American  population,  in 
spite  of  low  socioeconomic  status,  has  an  infant  mortality  that  is  very  similar 
to  that  of  whites.  American  blacks  of  similar  socioeconomic  status  have  rates 
that  are  almost  double  that  of  whites.  Part  of  this  discrepancy  can  be 
explained  by  lifestyles,  maternal  behavior,  lack  of  access  to  health  care,  and 
poor  nutrition.  The  study  reported  here  compared  the  most  potent  predictor 
of  infant  mortality — low  birthweight — among  low-income  black  and  Mexican- 
American  infants  born  at  Cook  County  Hospital.  The  incidence  of  low 
birthweight  was  16.6  percent  for  blacks  and  5.9  percent  for  Mexican 
Americans,  suggesting  that  the  latter  group  benefits  from  some  sociocultural 
protection  from  the  effects  of  urban  poverty  in  the  United  States. 


Emest,  J.M.,  Michielutte,  R.,  Meis,  P. J.,  Moore,  M.L.,  Sharp,  P.  (1988,  January). 

Identification  of  women  at  high  risk  for  preterm  low-birthweight  births.  Preventive 

Medicine  17(l):60-72. 

The  purpose  of  this  study  was  to  identify  risk  factors  specifically  related  to 
preterm  low  birthweight  births.  Risk  factors  for  preterm  low  birthweight 
births  were  analyzed  in  a  sample  of  11,623  women  from  northwest  North 
Carolina  enrolled  in  a  low  birthweight  prevention  program.  Significant  risk 
factors  for  preterm  low  birthweight  births  in  this  population  were  identified, 
and  weights  were  assigned  to  each  factor.  Application  of  the  weighting 
system  to  each  patient's  specific  risk  factors  identified  women  at  high  risk  for 
a  preterm  low  birthweight  birth  and  assisted  in  the  determination  of 
appropriate  intervention.  These  data  make  use  of  all  current  information  in 
the  low  birthweight  births  prevention  project.  Prospective  assessment  of  the 
scoring  system  as  the  project  continues  should  improve  the  ability  to  identify 
and  intervene  with  women  at  highest  risk  for  a  preterm  low  birthweight  birth. 

Ferguson,  R.,  Myers,  S.A.  (1990,  October).  The  effect  of  race  on  the  relationship 
between  fetal  death  and  altered  fetal  growth.  American  Journal  of  Obstetrics  and 
Gynecology  163(4):  1222-30. 

This  study  examined  racial  differences  in  the  relationship  between  birthweight 
and  fetal  death.  The  analysis  was  applied  to  782,430  white  and  black  births 
in  Illinois  from  1980  to  1984.  Mean  and  10th  percentile  growth  for  white 
and  black  infants  identical  before  34  weeks'  gestation  and  growth  diverges 
by  250  grams  at  term,  with  white  infants  being  larger.  Race-specific 
birthweights  resulting  in  quadrupling  of  the  stillbirth  rate  were  determined. 
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The  data  indicated  that  the  birthweights  resulting  in  quadrupling  the  stillbirth 
rate  were  substantially  above  the  Denver  10th  percentile  and  the  previously 
unpublished  race-specific  Illinois  10th  percentiles.  White  infants  demonstrate 
this  constant  risk  at  the  12th  percentile,  whereas  black  infants  exhibit  the  risk 
at  the  18th  percentile.  From  these  data,  it  was  concluded  that  black  fetuses 
are  more  sensitive  than  white  fetuses  to  factors  that  adversely  affect  growth 
and  that  continued  use  of  "race-neutral"  data  for  clinical  management  in 
racially  heterogeneous  populations  will  not  accurately  predict  the  risk  of 
stillbirth. 


Fichtner,  R.R.,  Sullivan,  K.M.,  Zyrkowski,  C.L.,  Trowbridge,  F.L.  (1990,  July). 
Racial/ethnic  differences  in  smoking,  other  risk  factors,  and  low  birth  weight  among  low- 
income  pregnant  women,    1978-1988.   Morbidity  and  Mortality  Weekly  Renort 

39(3):  13-21.  

Public  health  surveillance  of  cigarette  smoking  during  pregnancy  has 
demonstrated  an  association  between  smoking  and  an  increased  risk  of  low 
birthweight  (LBW).  For  the  period  1978-1988,  information  on  nearly 
248,000  women  from  CDC's  Pregnancy  Nutrition  Surveillance  System 
showed  a  LBW  rate  of  6.9  percent;  a  high  prevalence  of  smoking  during 
pregnancy  (29.7  percent);  and  a  strong  association  between  smoking  during 
pregnancy  and  the  likelihood  of  delivering  a  LBW  infant  in  all  age, 
racial/ethnic,  and  prepregnancy  weight  groups.  The  risk  of  LBW  was  greater 
for  smokers  than  for  nonsmokers,  creating  an  excess  LBW  risk  of  4.2  percent 
associated  with  smoking.  Among  both  smokers  and  nonsmokers,  black 
women  had  a  higher  percentage  of  LBW  infants  than  did  white  women,  and 
the  risk  of  LBW  related  to  smoking  was  greater  among  black  women. 


Geronimus,  A.T.,  Bound,  J.  (1990,  August).  Black/white  differences  in  women's 
reproductive-related  health  status:  Evidence  from  vital  statistics.  Demography 
27(3):457-66. 

Maternal-age-specific  neonatal  mortality  risk  differs  by  race.  This  study 
analyzed  deaths  of  young  women  in  the  aggregate  and  classified  by  causes 
that  are  also  pregnancy  risk  factors.  Over  the  predominant  childbearing  ages, 
mortality  increases  for  blacks  exceeded  those  for  whites,  usually  by  at  least 
25  percent.  Black/white  health  differences  widen  as  women  progress  through 
young  adulthood.  These  findings  suggest  that  such  discrepancies  may  play 
a  role  in  the  black/white  infant  mortality  differential,  which  merits  further 
research. 


Goldenberg,  R.L.,  Cliver,  S.P.,  Cutter,  G.R.,  et  al.  (1991,  November).  Black-white 
differences  in  newborn  anthropometric  measurements.  Obstetrics  and  Gynecology 
78(5):782-8. 

The  mean  birthweight  of  black  infants  is  consistently  less  than  that  of  white 
infants.  In  1,518  low  income  multiparous  women,  the  mean  difference  in 
singleton  births  was  171  grams.  A  series  of  analyses  were  used  to  determine 
the  effect  of  black  race  on  various  newborn  measurements  in  1205  term 


53 


newborns,  adjusting  for  other  known  risk  factors.  Black  race  accounted  for 
a  mean  decrease  of  148  grams  in  weight  and  0.52  cm  in  length.  There  were 
also  significant  decreases  in  mean  head,  chest,  and  abdominal  circumferences. 
Black  arm  circumferences  were  significantly  larger.  Black  subscapular  skin 
fold  values  were  significantly  smaller.  The  ponderal  index  in  blacks  was 
significantly  less  than  in  whites.  These  data  suggest  that  intrinsic  and/or 
extrinsic  factors  associated  with  race  account  for  most  smaller  black  newborn 
measurements  and  for  much  of  the  racial  difference  in  birthweight. 


Guendelman,  S.,  Gould,  J.B.,  Hudes,  M,  Eskenazi,  B.  (1990).  Generational  differences 
in  perinatal  health  among  the  Mexican  American  population:  Findings  from  HHANES 
1982-84.  American  Journal  of  Public  Health  80:61-5. 

Data  from  the  Hispanic  Health  and  Nutrition  Examination  Survey  were  used 
to  examine  a  profile  of  social,  medical,  and  behavioral  characteristics 
associated  with  low  birthweight  (LBW)  and  miscarriages  in  first  and  second 
generation  Hispanics  of  Mexican  descent  The  percentage  of  LBW  rates  were 
higher  for  second  generation  primipara  and  multipara  compared  with  first 
generation  women.  Generation  was  found  to  be  a  significant  predictor  of 
LBW,  but  not  of  miscarriages.  The  findings  support  existing  evidence  that 
a  Mexican  cultural  orientation  protects  first  generation,  Mexican-bom  women 
against  a  risk  for  LBW.  However,  the  findings  do  not  show  significant 
effects  of  generation  on  miscarriages,  suggesting  that  cultural  effects  are  not 
consistent  for  all  pregnancy  outcomes.  Furthermore,  the  authors  suggest  that 
higher  rates  of  LBW  in  second  generation  women  are  not  due  to  a  higher  rate 
of  miscarriages. 


Hogue,  C.J.,  Strauss,  L.T.,  Buehler,  J.W.,  Smith,  J.C.  (1989,  December).  Overview  of  the 
National  Infant  Mortality  Surveillance  (NIMS)  project.  Morbidity  and  Mortality  Weekly 
Report  38(3):  1-46. 

A  national  data  base  of  linked  birth  and  infant  death  certificates  for  the  1980 
birth  cohort,  referred  to  as  National  Infant  Mortality  Surveillance  (NIMS), 
provides  neonatal,  postneonatal,  and  infant  mortality  risks  for  blacks,  whites, 
and  all  races  in  12  categories  of  birth  weights.  Data  were  obtained  for  infants 
born  in  single  and  multiple  deliveries.  An  estimated  95  percent  of  eligible 
infant  deaths  were  included  in  the  NIMS  tabulations.  Analyses  focused  on 
various  components  of  infant  mortality.  The  nearly  twofold  higher  risk  of 
infant  mortality  among  blacks  than  among  whites  was  related  to  a  higher 
prevalence  of  low  birthweights;  to  higher  mortality  risks  in  the  neonatal 
period  for  infants  with  birthweights  of  greater  than  or  equal  to  3,000  grams; 
and  to  higher  mortality  during  the  postneonatal  period  for  all  infants,  regard- 
less of  birthweight.  Moreover,  the  black-white  gap  persisted  for  infants  with 
birthweight  of  greater  than  or  equal  to  2,500  grams,  regardless  of  other  infant 
or  maternal  risk  factors. 
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Kessel,  S.S.,  Kleinman,  J.C.,  Koontz,  A.M.,  Hogue,  C.J.,  Berende,  H.W.  (1988, 
December).  Racial  differences  in  pregnancy  outcomes.  Clinical  Perinatology 
15(4):745-54. 

Black  mothers  in  the  United  States  are  twice  as  likely  as  their  white 
counterparts  to  experience  a  wide  variety  of  adverse  pregnancy  outcomes, 
including  prematurity,  low  birthweight,  and  infant  and  fetal  death.  Although 
blacks  have  higher  proportions  of  births  with  maternal  risk  factors  such  as 
young  age,  high  birth  order,  low  education,  and  unmarried  status,  these 
differences  do  not  account  for  their  higher  rates  of  adverse  outcomes.  The 
reasons  for  the  excess  remain  largely  unknown.  To  develop  effective 
interventions  to  reduce  the  racial  disparities  in  pregnancy  outcomes,  it  is 
important  to  further  an  understanding  of  the  mechanisms  underlying 
premature  onset  of  labor  and  intrauterine  growth. 

Kleinman,  J.C.,  Fingerhut,  L.A.,  Prager.  K.  (1991,  February).  Differences  in  infant 
mortality  by  race,  nativity  status,  and  other  maternal  characteristics.  American  Journal 
of  Diseases  of  Children  145(2):  194-9. 

This  study  examined  the  effects  of  nativity  status  (native  versus  foreign  born) 
and  other  maternal  characteristics  (age,  parity,  education,  and  marital  status) 
on  infant,  neonatal,  and  postneonatal  mortality  among  white  and  black 
mothers.  The  data  used  were  live  births  among  U.S.  residents  (excluding 
California,  Texas,  and  Washington)  in  1983  and  1984.  The  participants 
included  white  mothers  with  4.4  million  births  and  black  mothers  with 
926,000  births  in  single  deliveries.  After  adjusting  for  other  risk  factors, 
neonatal  mortality  risk  was  22  percent  lower  among  the  black  foreign-bom 
mothers  than  among  the  black  native-bom  mothers;  there  was  no  risk 
difference  by  nativity  among  white  infants.  Relative  risks  were  more  similar 
for  postneonatal  mortality,  i.e.,  24  percent  lower  among  black  foreign-bom 
mothers  and  20  percent  lower  among  white  foreign-bom  mothers.  Since  the 
black  infant  mortality  rate  is  twice  the  white  infant  mortality  rate,  and  black 
foreign-born  mothers  have  much  lower  rates  than  black  native-bom  mothers, 
it  is  likely  that  further  improvement  is  possible  among  black  infants. 

Lee,  K.S.,  Ferguson,  R.M.,  Corpuz,  M.,  Gartner,  L.M.  (1988,  January).  Maternal  age  and 
incidence  of  low  birth  weight  at  term:  A  population  study.  American  Journal  of 
Obstetrics  and  Gynecology  158(l):84-9. 

A  total  of  184,567  singleton  live  births  with  gestational  ages  of  40  weeks 
were  examined  from  the  1980-1984  Illinois  birth  certificate  data  to  determine 
the  independent  effect  of  maternal  age  on  the  incidence  of  low  birthweight 
at  term.  The  incidence  is  highest  in  mothers  less  than  17  years  of  age  and 
gradually  declines  with  advancing  maternal  age  (25  to  34  years).  It  increases 
to  1.7  percent  for  those  greater  than  35  years  of  age.  Adjustments  were  made 
for  the  presence  of  other  maternal  factors,  such  as  race,  education,  parity, 
marital  status,  and  prenatal  care,  to  separate  out  the  independent  effect  of 
maternal  age  on  the  incidence  of  low  birthweight  infants  at  term.  The  data 
consistently  demonstrated  that  the  adjusted  risk  for  low  birthweight  at  term 
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is  the  lowest  in  teenagers  and  increases  with  advancing  maternal  age.  These 
results  indicate  that  the  high  incidence  of  this  factor  in  young  mothers 
apparently  reflects  their  poor  sociodemographic  and  prenatal  care  status. 

Lieberman,  E.,  Ryan,  K.J.,  Monson,  R.R.,  Schoenbaum,  S.C.  (1987,  September).  Risk 
factors  accounting  for  racial  differences  in  the  rate  of  premature  birth.  New  England 
Journal  of  Medicine  317(12):743-8. 

In  a  hospital-based  cohort  of  8,903  black  and  white  women,  investigation  was 
made  of  medical  and  socioeconomic  risk  factors  that  may  explain  the  known 
increase  in  premature  births  among  black  women.  Among  the  medical 
conditions  examined,  only  the  maternal  hematocrit  level  explained  a 
substantial  proportion  (60  percent)  of  the  increased  rate  of  premature  births 
to  black  women.  Four  economic,  demographic,  and  behavioral  predictors  of 
prematurity  were  also  examined:  age  less  than  20  years,  single  marital  status, 
receipt  of  welfare  support,  and  not  having  graduated  from  high  school.  The 
number  of  these  socioeconomic  risk  factors  occurring  in  a  woman  was 
strongly  predictive  of  premature  birth  of  her  infant.  The  presence  of  any  one 
factor  was  associated  with  a  moderate  increase  in  the  risk  of  prematurity;  the 
presence  of  two  or  more  characteristics  was  associated  with  a  much  higher 
risk.  When  the  number  of  these  four  risk  factors  pertaining  to  an  individual 
woman  was  taken  into  account,  race  was  no  longer  a  significant  predictor  of 
premature  birth.  It  was  concluded  that  the  racial  difference  in  the  rate  of 
premature  birth  is  attributable  to  specific  medical  and  socioeconomic 
characteristics. 

Mangold,  W.D.,  Powell-Griner,  E.  (1991).  Race  of  parents  and  infant  birth  weight  in  the 

United  States.  Social  Biology  38(1-2):  13-27. 

Detailed  1977  national  natality  data  were  used  to  investigate  social, 
demographic,  and  genetic  effects  on  birthweight  differentials.  Analysis  of 
birthweight  differences  among  infants  with  white,  black,  and  mixed 
black-white  parents  indicates  that  a  portion  of  the  observed  weight 
differentials  appear  to  be  due  to  biologic  factors.  Infants  with  a  black  mother 
and  father  have  the  lowest  mean  birthweights,  while  infants  with  two  white 
parents  have  the  highest  weights.  Newborns  with  mixed-race  parents  have 
intermediate  birthweight  distributions.  Data  suggest  that  the  effects  of 
parental  race  on  birthweight  are  not  the  result  of  maternal/obstetric 
differences  among  parents  of  the  same  or  mixed  race. 

McCormick,  M.C.  (1989,  March).  Long-term  follow-up  of  infants  discharged  from 
neonatal  intensive  care  units.  Journal  of  the  American  Medical  Association 
261  (12):  1767-72. 

A  recent  review  of  20  years'  experience  with  neonatal  intensive  care  for  very 
low  birthweight  infants  provides  reassurance  that  such  care  saves  lives  and 
that  an  increasing  proportion  survive  free  of  moderate  to  severe  handicap. 
However,  data  on  the  health  status  of  these  survivors  largely  reflect  status  in 
infancy.  Increasingly,  the  literature  suggests  that  such  early  findings  may  be 
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insufficient  to  characterize  later  outcomes,  particularly  those  problems 
encountered  as  the  child  enters  school.  Since  the  specific  health  and 
developmental  problems  that  might  be  encountered  are  still  being  defined,  a 
broad  conceptual  framework  is  applied  to  organize  a  review  of  the  existing 
literature.  Some  areas  of  concern  about  longer  term  outcomes  emerge,  as 
well  as  important  areas  for  which  data  are  lacking.  Further  definition  of 
longer  term  outcomes  is  critical  at  the  policy  level  to  assess  the  utility  of 
neonatal  intensive  care  unit  interventions.  This  is  also  critical  at  the 
individual  level  for  counseling  families  about  the  health  and  educational 
needs  of  these  children. 


Murray,  J.L.,  Bemfield,  M.  (1988,  November).  The  differential  effect  of  prenatal  care  on 
the  incidence  of  low  birth  weight  among  blacks  and  whites  in  a  prepaid  health  care  plan. 
New  England  Journal  of  Medicine  3 19(21):  1385-91. 

This  study  investigated  the  effect  of  prenatal  care  delivered  in  a  health 
maintenance  organization  on  the  birthweight  of  black  and  white  infants  at 
normal  risk  for  low  birthweight.  Using  birth  certificates  for  all  children  bom 
in  1978  in  the  California  Kaiser-Permanente  hospitals,  data  on  more  than 
31,000  black  and  white  newborns  whose  mothers'  ages  and  levels  of 
education  were  comparable,  were  examined.  The  data  showed  that  black 
mothers  used  prenatal  care  less  extensively  and  had  a  higher  incidence  of 
infants  with  low  birthweight  and  very  low  birthweight  than  white  mothers. 
The  difference  in  the  use  of  prenatal  care,  however,  accounted  for  less  than 
15  percent  of  the  difference  in  the  incidence  of  low  birthweight  infants.  The 
rates  of  low  birthweight,  very  low  birthweight,  and  preterm  birth  decreased 
with  increasing  levels  of  prenatal  care  for  both  blacks  and  whites.  However, 
increasing  levels  of  care  were  associated  with  a  greater  reduction  among 
black  infants  than  among  white  infants.  It  was  concluded  that  even  in  a 
population  of  women  at  low  risk  for  giving  birth  to  low  birthweight  infants, 
prenatal  care  is  more  beneficial  for  blacks  than  for  whites. 


Nakamura,  R.M.,  King,  R.,  Kimball,  E.H.,  Oye,  R.K.,  Helgerson,  S.D.  (1991,  October). 

Excess  infant  mortality  in  an  American  Indian  population,  1940  to  1990.  Journal  of  the 

American  Medical  Association  266(1 6): 2244-8. 

The  purpose  of  this  study  was  to  describe  the  infant  mortality  experience  of 
an  American  Indian  community  and  to  demonstrate  the  utility  of  examining 
community-level  mortality  data.  Data  included  population-based  historical 
review  of  infant  death  certificates  of  infant  tribal  members  of  the 
Confederated  Tribes  of  Warm  Springs,  1940  to  1990.  The  infant  mortality 
rate,  while  lower  in  each  decade  since  the  1940s,  was  still  2.6  times  the 
national  (all  races)  rate  in  the  1980s.  Neonatal  deaths  did  not  account  for 
many  of  the  excess  deaths.  The  postneonatal  mortality  rate  has  consistently 
been  much  greater  than  the  national  rate  and  was  five  times  greater  in  the 
1980s.  Almost  all  of  the  excess  infant  mortality  since  1980  has  been  due  to 
the  sudden  infant  death  syndrome.  Examining  the  causes  of  infant  death  has 
enabled  this  population  to  develop  focused  strategies  to  reduce  infant 
mortality. 
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Petitti,  D.B.,  Coleman,  C.  (1990,  January).   Cocaine  and  the  risk  of  low  birthweight. 

American  Journal  of  Public  Health  80(1):  15-28. 

In  a  population-based,  case-control  study,  the  investigators  assessed  the 
relationship  between  cocaine  use  and  the  risk  of  low  birthweight  in  Alameda 
County,  California,  excluding  women  who  used  heroin  and/or  methadone 
during  pregnancy.  After  adjustment  for  confounders,  the  relative  risk  of  low 
birthweight  in  users  of  cocaine  throughout  pregnancy  was  4.0.  Cocaine  use 
was  estimated  to  account  for  10  percent  of  cases  of  low  birthweight  in  black 
women  in  Alameda  County. 

Rhoades,  E.R.,  Brenneman,  G.,  Lyle,  J.,  Handler,  A.  (1992).  Mortality  of  American 
Indian  and  Alaska  Native  infants.  Annual  Reviews  of  Public  Health  13:269-85. 
Accurate  determination  of  infant  mortality  rates  among  Indians  is  hampered 
by  variations  in  the  identification  of  Indian  persons  and  use  of  different 
subsets  of  the  Indian  population.  Lack  of  consistency  in  the  reporting  of 
racial  origin  on  birth  and  death  records  is  a  source  of  substantial  error.  It 
would  seem  prudent  to  regard  all  data  about  American  Indians  as  provisional. 
Even  though  Indian  infant  mortality  remains  higher  than  that  for  the  U.S.  (all 
races),  the  decline  of  Indian  infant  mortality  by  more  than  80  percent  since 
the  establishment  of  the  Indian  Health  Service  is  a  remarkable  achievement. 
This  success  has  been  ascribed  to  a  combination  of  activities:  provision  of 
safe  drinking  water;  the  nearly  universal  immunization  of  Indian  children;  and 
emphasis  upon  comprehensive,  community-oriented  programs  focused  on 
maternal  and  child  care.  The  leading  causes  of  Indian  infant  mortality  are 
sudden  infant  death  syndrome,  congenital  anomalies,  injuries,  and  various 
infections.  Low  socioeconomic  conditions  have  thus  far  proved  to  be 
intractable. 

Rogers,  R.G.  (1989,  May).  Ethnic  and  birth  weight  differences  in  cause-specific  infant 

mortality.  Demography  26(2):335^*3. 

This  article  examined  ethnic  differences  in  cause-specific  infant  mortality, 
using  linked  birth  and  infant  death  records  from  a  cohort  of  New  Mexican 
singleton  infants,  1980-1983.  The  research  focused  on  the  combined 
influences  of  ethnicity,  birthweight,  maternal  age,  and  plurality  on  birth 
outcomes — that  is,  on  infant  survival  and  deaths  due  to  perinatal,  congenital, 
and  respiratory  diseases  and  to  sudden  infant  death  syndrome.  The  results 
confirm  the  pronounced  impact  of  birthweight  on  infant  mortality  and  identify 
similarities  and  differences  among  Anglo,  Hispanic,  and  American  Indian 
babies  with  respect  to  cause-specific  infant  mortality. 

Saftlas,  A.F.,  Olson,  D.R.,  Franks,  A.L.,  Atrash,  H.K.,  Pokras,  R.  (1990,  August). 

Epidemiology  of  preeclampsia  and  eclampsia  in  the  United  States,  1979-1986.  American 

Journal  of  Obstetric  Gynecology  163(2):460-5. 

Preeclampsia  and  eclampsia  continue  to  be  among  the  leading  causes  of 
maternal  death.  However,  national  estimates  of  the  occurrence  of  these 
conditions  have  not  been  available.  To  derive  national  rates  of  preeclampsia 
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and  eclampsia,  and  to  characterize  the  women  at  highest  risk  of  the 
development  of  these  conditions,  data  from  the  National  Hospital  Discharge 
Survey  for  the  years  1979  through  1986  were  analyzed.  The  data  showed 
that  26  per  1,000  births  during  this  period  were  complicated  by  preeclampsia 
and  0.56  per  1,000  births  were  complicated  by  eclampsia.  The  rate  of  mild 
or  unspecified  preeclampsia  remained  constant  over  the  study  period  In 
contrast,  the  rate  of  severe  preeclampsia  increased  sharply  and  the  rate  of 
eclampsia  declined  by  36  percent.  Maternal  age  less  than  20  years  old  was 
the  strongest  risk  factor  for  both  preeclampsia  and  eclampsia. 


Scribner,  R.,  Dwyer,  J.H.  (1989,  September).  Acculturation  and  low  birthweight  among 
Latinos  in  the  Hispanic  HANES.  American  Journal  of  Public  Health  79(9):  1263-7. 
Self-reports  from  1,645  Latino  mothers  of  Mexican  descent  who  participated 
in  the  Hispanic  Health  and  Nutrition  Examination  Survey  (HHANES)  were 
used  to  relate  the  birthweight  of  their  infants  to  the  HHANES  acculturation 
index.  After  controlling  for  parity,  a  one  point  increase  on  the  acculturation 
scale  was  found  to  be  associated  with  a  1.19  increase  in  risk  of  maternal  low 
birthweight  (LBW).  The  estimated  relative  risk  increased  to  1.34  with 
controls  for  age  at  interview,  wealth,  city  size,  and  years  of  education. 
Controlling  for  current  smoking  status  reduced  the  relative  risk  to  1.31.  The 
effect  of  education  was  found  to  depend  on  level  of  acculturation.  Years  of 
education  was  unrelated  to  risk  among  the  Mexican-oriented,  while  increased 
education  was  associated  with  reduced  risk  in  mothers  with  a  U.S.  cultural 
orientation.  These  results  suggest  that  factors  associated  with  a  Mexican 
cultural  orientation  may  be  protective  against  the  risk  of  LBW. 


Singleton,  E.G.,  Harrell,  J.P.,  Kelly,  L.M.  (1986).  Racial  differentials  in  the  impact  of 
maternal  cigarette  smoking  during  pregnancy  on  fetal  development  and  mortality:  Con- 
cerns for  black  psychologists.  Journal  of  Black  Psychology  12(2):71-83. 

Data  from  more  than  60,000  births  in  the  United  States  were  reevaluated  to 
determine  if  racial  differentials  existed  in  the  impact  of  maternal  cigarette 
smoking  during  pregnancy  on  low  birthweight  and  infant  mortality.  The  risk 
of  mortality  was  significantly  greater  for  infants  of  black  maternal  smokers 
than  black  nonsmokers.  But  the  same  relationship  was  not  evident  for  whites. 
The  most  dramatic  increase  in  mortality  was  exhibited  among  infants  of  black 
mothers  who  smoked  more  than  one  pack  of  cigarettes  per  day.  Recent 
estimates  indicate  that  the  rate  of  smoking  among  pregnant  blacks  now 
surpasses  that  of  whites,  and  the  number  of  black  women  who  smoke  more 
than  one  pack  of  cigarettes  per  day  during  pregnancy  has  increased.  Racism, 
sexism,  and  associated  increased  levels  of  psychosocial  stress  appear  to  be 
implicated  in  the  etiology  of  these  racial  differentials. 
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Starfield,  B.,  Shapiro,  S.,  Weiss,  J.,  Liang,  K.Y.,  Ra,  K.  (1991,  November).  Race,  family 
income,  and  low  birth  weight.  American  Journal  of  Epidemiology  134(10):  1 167-74. 
The  relationships  among  race,  family  income,  and  low  birthweight  were 
examined  using  information  obtained  from  the  National  Longitudinal  Survey 
of  Youth.  Data  were  available  for  these  women  and  their  offspring  from 
1979  through  1988.  Maternal  education,  maternal  age,  age/parity  risk,  marital 
status,  and  smoking  during  pregnancy  served  as  covariates  in  cross-sectional 
and  longitudinal  analyses.  The  risk  of  low  birthweight  among  births  to  black 
women  and  white  women,  who  were  poor,  was  at  similarly  high  levels 
regardless  of  whether  poverty  was  determined  prior  to  study  entrance  or 
during  the  study  period.  Longitudinal  analyses  showed  an  exceptionally  large 
increase  in  risk  of  low  birthweight  among  children  born  to  women  whose 
prior  pregnancy  ended  in  a  low  birthweight  infant 

Virji,  S.K.,  Cottington,  E.  (1991,  September).  Risk  factors  associated  with  preterm 
deliveries  among  racial  groups  in  a  national  sample  of  married  mothers.  American 
Journal  of  Perinatology  8(5):347-53. 

Seven  sociodemographic  and  behavioral  factors  that  may  explain  the 
increased  risk  of  preterm  deliveries  among  black  women  were  examined 
using  data  from  a  national  sample  of  5,823  married  mothers  who  responded 
to  the  1980  National  Natality  Survey  (NNS)  Questionnaire.  There  was  a 
twofold  increase  in  the  rate  of  preterm  deliveries  among  black  women. 
Additionally,  there  was  a  significant  decrease  in  the  mean  gestational  age  in 
black  mothers  compared  with  white  mothers.  The  two  groups  were  similar 
with  respect  to  smoking  and  age.  However,  black  women  had  a  higher  rate 
of  heavy  alcohol  use,  significantly  fewer  prenatal  visits,  later  initiation  of 
prenatal  care,  and  less  education  compared  with  white  women.  Those  risk 
factors  that  were  more  strongly  associated  with  the  risk  of  preterm  births 
included  weight  gain,  number  of  prenatal  visits,  and  smoking.  The  authors 
concluded  that  race  is  an  independent  risk  factor  for  preterm  deliveries. 
Additionally,  it  was  shown  that  the  risk  of  preterm  deliveries  is  attributable 
to  health  behaviors  that  are  amenable  to  change. 

Wen,  S.W.,  Goldenberg,  R.L.,  Cutter,  G.R.,  Hoffman,  H.J.,  Cliver,  S.P.  (1990,  January). 

Smoking,  maternal  age,  fetal  growth,  and  gestational  age  at  delivery.  American  Journal 

of  Obstetrics  and  Gynecology  162(l):53-8. 

The  relationship  between  smoking  and  maternal  age  and  their  combined 
effects  on  birthweight,  intrauterine  growth  retardation,  and  preterm  delivery 
were  studied.  Smoking  lowers  birthweight  both  by  decreasing  fetal  growth 
and  by  lowering  gestational  age  at  delivery.  However,  the  effect  of  smoking 
on  both  fetal  growth  and  gestational  age  is  significantly  greater  as  maternal 
age  advances.  In  a  multiple  logistic  regression  model,  and  adjusting  for  race, 
parity,  marital  status,  maternal  weight,  weight  gain,  and  alcohol  use,  smoking 
was  associated  with  a  fivefold  increased  risk  of  growth  retardation  in  women 
older  than  35,  but  less  than  a  twofold  increased  risk  in  women  younger  than 
17.  Smoking  reduced  birthweight  by  134  grams  in  young  women,  but  301 
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grams  in  women  older  than  35.  Smoking  in  older  women  also  was  associated 
with  more  instances  of  preterm  delivery  and  a  lower  mean  gestational  age 
when  compared  to  women  25  or  younger. 


F.  HIV/AIDS 


Burkett,  W.,  Brown,  L.S.  (1990,  November).  Death,  AIDS  morbidity,  and  HIV 
seroprevalence  in  New  York  City  intravenous  drug  abusers.  Journal  of  the  National 
Medical  Association  82(1 1):777-80. 

Drug  treatment  programs  represent  a  point  of  access  to  intravenous  drug 
abusers  and,  as  such,  may  also  be  useful  in  minority  health  status  indicators 
among  this  population.  Such  a  surveillance  project  was  established  in  1985 
among  drug  treatment  clinics  in  New  York  City  to  monitor  the  human 
immunodeficiency  virus  (HIV)  epidemic.  HTV  seroprevalence  was  54  percent 
in  1985,  61  percent  in  1986,  and  60  percent  in  1987.  Of  the  2,500 
cumulative  enrollees  in  these  clinics  each  year,  4  patients  met  the  Centers  for 
Disease  Control  acquired  immunodeficiency  syndrome  (AIDS)  surveillance 
definition  in  1985,  37  in  1986,  and  37  in  1987.  There  were  25  AIDS-reiated 
deaths  in  1985,  8  in  1986,  and  16  in  1987.  These  results  suggest  that,  by 
including  drug  treatment  programs  in  a  rational  surveillance  system,  it  may 
be  possible  to  monitor  the  HIV  epidemic  more  closely. 

Chu,  S.Y.,  Peterman,  T.A.,  Doll,  L.S.,  Buehler,  J.W.,  Curran,  J.W.  (1992,  February). 

AIDS  in  bisexual  men  in  the  United  States:  Epidemiology  and  transmission  to  women. 

American  Journal  of  Public  Health  82(2):220-4. 

This  study  examined  AIDS  cases  reported  nationally  through  June  1990  in 
homosexual  and  bisexual  men  with  acquired  immunodeficiency  syndrome 
(AIDS).  Among  65,389  men  who  reported  having  had  sex  with  men  since 
1977,  26  percent  were  bisexual.  More  black  (41  percent)  and  Hispanic  men 
(31  percent)  than  white  men  (21  percent)  reported  bisexual  behavior. 
Bisexual  men  were  twice  as  likely  to  report  intravenous  drug  use  (20  percent) 
as  were  homosexual  men  (9  percent),  regardless  of  race  or  ethnicity.  Among 
3,555  women  with  heterosexually  acquired  AIDS,  1 1  percent  reported  sexual 
contact  with  a  bisexual  man  and  no  other  risk  factor.  In  1989,  the  AIDS  rate 
due  to  sex  with  a  bisexual  man  was  three  and  five  times  higher  among 
Hispanic  and  black  women,  respectively,  than  among  white  women. 
Differences  between  bisexual  and  homosexual  men  with  AIDS  and  the 
relative  importance  of  AIDS  in  women  due  to  sexual  contact  with  bisexual 
men  should  be  considered  in  the  development  of  HP/  prevention  programs. 

Coates,  T.J.  (1990,  February).  Strategies  for  modifying  sexual  behavior  for  primary  and 
secondary  prevention  of  HP/  disease.  Journal  of  Consulting  and  Clinical  Psychology 
58(l):57-69. 

Many  at-risk  populations  (e.g.,  gay  men  living  outside  urban  centers, 
homosexual  men  who  are  young  or  black,  ethnic  minorities,  especially 
women  of  childbearing  age,  and  persons  over  age  50)  have  received  relatively 
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little  research  attention  and  may  be  at  risk  for  further  infection.  A 
community-level  approach  to  behavior  change  represents  one  kind  of 
comprehensive  strategy  to  achieve  significant  reduction  in  the  spread  of  HIV. 
Effective  approaches  at  this  level  require  component  interventions  that  are 
effective  in  changing  behavior  and  acceptable  to  target  populations.  Also 
needed  is  an  infrastructure  to  support  behavioral  change  efforts.  Lacking  at 
present  is  a  comprehensive  and  coordinated  structure  to  conceptualize, 
stimulate,  and  support  the  continuum  of  behavioral  research  needed  for  the 
control  of  HIV  and  other  sexually  transmitted  diseases. 


Easterbrook,  P.J.,  Keruly,  J.C.,  Creagh-Kirk,  T.,  et  al.  (1991,  November).  Racial  and 
ethnic  differences  in  outcome  in  zidovudine-treated  patients  with  advanced  HIV  disease. 
Journal  of  the  American  Medical  Association  266(19):2713-8. 

The  study  assessed  survival,  development  of  Pneumocystis  carinii  pneumonia 
(PCP),  other  opportunistic  infections,  and  myelosuppression  at  the  initiation 
of  zidovudine  therapy.  A  prospective  study  was  conducted  in  hospitals  and 
private  clinics  in  12  metropolitan  centers.  The  study  included  754  non- 
Hispanic  white,  165  black,  and  106  Hispanic  patients  with  the  acquired 
immunodeficiency  syndrome  (AIDS)  or  advanced  AIDS-related  complex 
(ARC)  who  received  up  to  2  years  of  zidovudine  therapy.  Hispanic  and 
particularly  black  patients  had  more  advanced  HTV  disease  than  white 
patients.  Black  patients  with  AIDS  also  had  a  worse  prognosis  compared 
with  white  and  Hispanic  patients  with  AIDS.  The  product-limit  survival  rates 
at  2  years  for  white,  black,  and  Hispanic  patients  with  AIDS  were 
40  percent,  27  percent,  and  39  percent,  respectively.  Racial  differences  in 
survival  and  the  development  of  opportunistic  infections  are  mainly  due  to  the 
more  advanced  HIV  disease  in  black  patients  when  zidovudine  therapy  is 
started  and  to  their  less  frequent  use  of  PCP  prophylaxis. 


Ellerbrock,  TV.,  Bush,  T.J.,  Chamberland,  M.E.,  Oxtoby,  M.J.  (1991,  June). 

Epidemiology  of  women  with  AIDS  in  the  United  States,  1981  through  1990:  A 

comparison  with  heterosexual  men  with  AIDS.    Journal  of  the  American  Medical 

Association  265(22):  2971-5. 

Overall,  51  percent  of  women  with  ADDS  were  infected  through  intravenous 
drug  use  and  29  percent  through  heterosexual  contact  The  proportion  of 
intravenous  drug  users  decreased,  and  the  proportion  attributed  to 
heterosexual  contact  increased  between  1986  and  1990.  Most  women  with 
AIDS  were  black  or  Hispanic  (72  percent);  residents  of  large  metropolitan 
areas  (73  percent),  especially  cities  along  the  Atlantic  coast;  and  of 
reproductive  age  (15  to  44  years)  (85  percent).  However,  the  proportion  of 
women  with  AIDS  reported  by  smaller  cities  and  rural  areas  has  increased 
from  22  percent  in  1986  to  28  percent  in  1990.  A  comparison  of  women 
with  AIDS  to  heterosexual  men  with  AIDS  showed  that  these  two  groups 
were  similar  by  age,  race,  and  geographic  distribution.  Also,  survival  times 
from  AIDS  diagnosis  to  death  for  women  and  heterosexual  men  with  AIDS 
were  not  significantly  different. 
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El-Sadr,  W.,  Capps,  L.  (1992).  The  challenge  of  minority  recruitment  in  clinical  trials 
for  AIDS.  Journal  of  the  American  Medical  Association  267(7):954-8. 

This  article  analyzes  some  of  the  factors  responsible  for  the  difficulty  in 
recruiting  and  retaining  African  American  patients  in  clinical  trials  for  HIV 
infection.  The  focus  is  specifically  on  poor,  urban  African  Americans  to 
exemplify  the  problems,  while  recognizing  that  the  rural  poor  and  other 
underserved  ethnic  minorities  are  likely  to  share  some  of  these  difficulties, 
but  may  also  have  others. 

Friedman,  S.R.,  Sotheran,  J.L.,  Abdul-Quader,  A.,  et  al.  (1987).  The  AIDS  epidemic 
among  blacks  and  Hispanics.  Milbank  Quarterly  65(Suppl  2):455-99. 

Social  researchers  and  epidemiologists,  as  well  as  their  major  institutions  and 
the  general  public,  have  been  slow  to  address  the  racial  and  ethnic  aspects  of 
the  AIDS  epidemic.  Whether  measured  by  categories  associated  with  major 
routes  of  infection,  age  level,  gender,  or  by  diminished  length  of  survival, 
blacks  and  Hispanics  are  disproportionately  affected  by  AIDS.  Education, 
care,  and  outreach  efforts  based  upon  stereotypes  of  gay  white  males  will 
have  to  yield  to  greater  attention  to  cultural  differences  and  potential  strengths 
within  each  of  the  special  communities  at  risk.  Evidence  indicates  areas  of 
social  resistance  along  with  unique  possibilities  for  change. 

Fullilove,  M.T.,  Wiley,  J.,  Fullilove,  R.E.,  et  &L  (1992,  July).  Risk  for  AIDS  in 
multiethnic  neighborhoods  in  San  Francisco,  California:  The  population-based  AMEN 
Study.  Western  Journal  of  Medicine  157(1):32^0. 

This  study  examined  the  prevalence  of  the  human  immunodeficiency  virus 
(HIV)  infection  and  AIDS  risk  behaviors  from  1988  to  1989  in  a 
representative  sample  of  unmarried  whites,  African  Americans,  and  Hispanics 
living  in  San  Francisco.  It  surveyed  1,770  single  men  and  women,  aged  20 
to  44  years,  in  a  random  household  sample  drawn  from  three  neighborhoods 
of  varying  geographic  and  cultural  proximity  in  the  San  Francisco  area.  Of 
1,369  with  blood  tests,  69  (5  percent)  had  HIV  antibodies;  all  but  5  of  these 
reported  either  homosexual  activity,  injection  drug  use,  or  both.  Homosexual 
activity  was  more  common  among  white  men  than  among  African- American 
or  Hispanic  men,  but  the  proportion  of  those  infected  was  similar  in  all  races. 
Both  the  prevalence  of  homosexually  active  men  and  the  proportion  infected 
were  much  lower  in  the  two  more  outlying  neighborhoods. 

Holman,  P.B.,  Jenkins,  W.C.,  Gayle,  J.A.,  Duncan,  C,  Lindsey,  B.K.  (1991,  November). 
Increasing  the  involvement  of  national  and  regional  racial  and  ethnic  minority 
organizations  in  HIV  information  and  education.  Public  Health  Reports  106(6):687-94. 
Responding  to  the  facts  that  the  AIDS  epidemic  is  occurring  among  black  and 
Hispanic  populations  disproportionately  to  their  percentage  of  the  U.S. 
population,  and  that  effective  HIV  prevention  programs  are  racially, 
ethnically,  and  culturally  relevant  and  sensitive,  the  Centers  for  Disease 
Control  initiated  a  5-year  grant  program  for  HIV  prevention  efforts  by 
national  racial  and  ethnic  minority  organizations  and  regional  consortia  of 
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minority  organizations  in  1988.  A  total  of  33  organizations  received 
first-year  funds.  Of  the  32  grants  that  are  ongoing,  15  primarily  target 
blacks,  12  Hispanics,  4  Native  Americans  and  Alaskan  Natives,  and  1  Asian 
Americans  and  Pacific  Islanders.  As  a  result  of  these  grants,  substantial 
resources  are  being  invested  in  prevention  programs  developed  by  and  for 
racial  and  ethnic  minorities. 

Holmes,  K.K.,  Karon,  J.M.,  Kreiss,  J.  (1990,  July).  The  increasing  frequency  of 
heterosexually  acquired  AIDS  in  the  United  States,  1983-88.  American  Journal  of  Public 
Health  80(7):858-63. 

Of  88,510  cases  of  acquired  immunodeficiency  syndrome  (AIDS)  reported  in 
adults  in  the  United  States  from  1983  through  1988,  the  percentage  attributed 
to  reported  heterosexual  contact  with  persons  known  to  be  infected  or  at 
increased  risk  of  infection  with  human  immunodeficiency  virus  (HIV)  has 
increased  steadily.  Among  women,  the  cumulative  incidence  of  AIDS 
attributable  to  heterosexual  contact  per  million  population  is  over  1 1  times 
greater  for  blacks  and  Hispanics  than  for  whites.  Among  men,  this  incidence 
is  over  10  times  greater  for  blacks  and  four  times  greater  for  Hispanics  than 
for  whites.  The  pattern  of  distribution  of  heterosexually  acquired  AIDS 
parallels  the  distribution  of  other  heterosexually  transmitted  diseases,  which 
are  also  more  frequent  in  black  and  Hispanic  inner-city  populations.  Drug 
use,  exchange  of  sex  for  drugs  or  money,  and  early  onset  of  sexual  activity 
in  adolescents  are  increasingly  associated  with  heterosexually  transmitted 
infections  and  are  likely  to  be  very  important  in  heterosexual  transmission  of 
HTV  in  inner-city  U.S.  populations. 


Hopkins,  D.R.  (1987,  November-December).  AIDS  in  minority  populations  in  the  United 

States.  Public  Health  Reports  102(6):677-81. 

Blacks  and  Hispanics,  who  compose  12  percent  and  7  percent  of  the  U.S. 
population,  respectively,  constitute  24  percent  and  14  percent  of  the  cases  of 
AIDS.  Seventy-eight  percent  of  all  children  with  AIDS  are  black  or 
Hispanic,  as  are  71  percent  of  all  women  with  AIDS.  In  these  communities, 
intravenous  drug  abuse  is  associated  with  much  of  the  AIDS  transmission, 
and  perinatally  acquired  infections  are  spread  secondarily  by  sexual  and 
perinatal  transmission.  Almost  two-thirds  of  black  and  Hispanic  persons  with 
AIDS  in  the  United  States  reside  in  New  York,  New  Jersey,  or  Florida. 
Important  differences  in  the  understanding  of  AIDS  and  human 
immunodeficiency  virus  infection  and  control  measures  in  minority 
communities  must  be  considered  in  devising  information  and  intervention 
programs  for  those  communities. 


Jaffe,  H.W.  (1990,  June).    AIDS:  Epidemiologic  features.  Journal  of  the  American 

Academy  of  Dermatology  22(6  Pt  2):  1167-71. 

In  1988,  more  than  75,000  adults  and  more  than  1,000  children  were  reported 
with  acquired  immunodeficiency  syndrome  (AIDS);  more  than  half  of  those 
diagnosed  have  died.  Most  adult  cases  fall  into  specific  risk  categories: 
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homosexual  and  bisexual  men,  intravenous  drug  abusers,  hemophiliacs  and 
transfusion  recipients,  and  heterosexual  partners  of  infected  persons.  In 
children,  the  risk  groups  are  different  since  most  cases  represent  perinatal 
transmission  of  HIV.  Black  and  Hispanic  persons  are  disproportionately 
affected  by  ADDS  in  the  United  States.  In  1986,  AIDS  was  the  eighth  leading 
cause  of  premature  death  in  this  country,  and  if  current  trends  continue,  it 
will  become  the  second  by  1992.  Although  HIV  infection  rates  in  "risk 
group"  members  have  been  extensively  studied,  much  less  is  known  about 
infection  rates  in  persons  outside  these  groups. 


Karon,  J.M.,  Berkelman,  R.L.  (1991).  The  geographic  and  ethnic  diversity  of  AIDS 
incidence  trends  in  homosexual/bisexual  men  in  the  United  States.  Journal  of  Acquired 
Immune  Deficiency  Syndrome  4:11 79-89. 

This  study  examined  geographic  and  racial/ethnic  variation  in  acquired 
immuno  deficiency  syndrome  (AIDS)  incidence  in  homosexual  and  bisexual 
men  not  using  intravenous  drugs  in  the  United  States.  Incidence  increased 
much  less  rapidly  after  1986  in  the  three  metropolitan  statistical  areas  (MSAs) 
with  the  most  cases  (New  York  City,  Los  Angeles,  and  San  Francisco)  and 
may  have  reached  a  plateau  in  these  areas.  This  change  in  incidence 
occurred  in  non-Hispanic  blacks  and  Hispanics  as  well  as  in  non-Hispanic 
whites  in  these  MSAs,  but  earlier  in  whites.  There  have  been  similar  changes 
in  incidence  (but  later  in  time)  in  all  other  MSAs  with  a  population  of  at  least 
1,000,000  combined.  In  contrast,  incidence  increased  linearly  through  1989 
in  MSAs  with  a  population  less  than  1,000,000  and  in  rural  areas.  Changes 
in  HTV  infection  incidence  before  1985,  better  therapy  and  medical  care,  and 
migration  all  contributed  to  these  changes  in  incidence  as  may  have  changes 
in  reporting. 


Kline,  A.,  Kline,  E.,  Oken,  E.  (1992,  February).  Minority  women  and  sexual  choice  in 

the  age  of  AIDS.  Social  Science  and  Medicine  34(4):447-57. 

Using  a  qualitative  focus  group  methodology,  the  present  study  explored  the 
bases  of  sexual  decisionmaking  among  groups  of  high  risk  black  and 
Hispanic  women.  Sixteen  focus  groups  were  conducted  with  a  total  of  134 
women  recruited  from  drug  treatment  centers  and  community  agencies  in 
three  northern  New  Jersey  cities.  Three  groups  each  were  conducted  with 
black  and  Hispanic  intravenous  (TV)  drug  users  and  HIV  positive  women,  and 
two  groups  each  with  sex  partners  of  IV  drug  users.  Findings  suggest  that 
minority  women  often  retain  substantial  power  vis-a-vis  their  male  partners 
with  respect  to  sexual  decisionmaking.  Factors  relating  to  perceptions  of  risk 
are  frequently  more  salient  barriers  to  the  practice  of  safer  sex  in  this 
population. 
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Lagakos,  S.,  Fischl,  M.A.,  Stein,  D.S.,  Lim,  L.,  Volberding,  P.  (1991,  November).  Effects 
of  zidovudine  therapy  in  minority  and  other  subpopulations  with  early  HIV  infection. 
Journal  of  the  American  Medical  Association  266(19):2709-12. 

The  purpose  of  this  study  was  to  determine  whether  the  beneficial  effects  of 
zidovudine  seen  overall  in  two  recently  completed  placebo-controlled  clinical 
trials  are  also  apparent  in  blacks,  Hispanics,  women,  and  intravenous  drug 
users.  Two  double-blind  placebo-controlled  randomized  clinical  trials, 
protocols  016  and  019,  were  conducted  by  the  AIDS  Clinical  Trials  Group. 
Two  thousand  forty-eight  persons  with  asymptomatic  or  mildly  symptomatic 
human  immunodeficiency  virus  infection  were  analyzed.  Of  these,  155  were 
black,  190  were  Hispanic,  144  were  women,  and  221  were  intravenous  drug 
users.  Participants  in  the  AIDS  Clinical  Trials  Group  protocol  016  were 
assigned  to  receive  a  placebo  or  a  1200-mg  daily  dose  of  zidovudine. 
Participants  in  the  AIDS  Clinical  Trials  Group  protocol  019  were  assigned  to 
receive  a  placebo,  a  500-mg  daily  dose  of  zidovudine,  or  a  1500-mg  daily 
dose  of  zidovudine.  The  rates  of  progression  to  AIDS  in  subjects  receiving 
zidovudine  were  significantly  lower  than  those  in  subjects  receiving  placebo 
among  blacks,  whites,  Hispanics,  non-Hispanics,  men,  and  non-intravenous 
drug  users.  The  rates  of  disease  progression  for  subjects  receiving  zidovudine 
were  not  statistically  different  from  those  receiving  placebo  for  women  or  for 
intravenous  drug  users.  Although  the  two  studies  used  for  this  analysis  were 
not  specifically  designed  to  assess  the  effects  of  zidovudine  in  each  separate 
subpopulation,  the  data  suggest  that  the  beneficial  effects  of  zidovudine 
reported  for  the  entire  study  population  also  apply  to  the  subpopulations  of 
blacks,  Hispanics,  women,  and  intravenous  drug  users. 


Magana,  J.R.,  Carrier,  J.M.  (1991).  Mexican  and  Mexican  American  male  sexual 
behavior  and  spread  of  AIDS  in  California.  Journal  of  Sexual  Research  28:425—41. 
Data  generated  by  the  author's  field  research  on  the  bisexual  and  homosexual 
behaviors  of  men  of  Mexican  origin  living  in  Southern  California  are 
presented  and  compared  with  the  same  behaviors  of  Anglo  men  in  California 
and  Mexican  men  in  Mexico.  The  data  showed  that  sexual  socialization  and 
acculturation  were  the  most  important  determinants  of  whether  an  individual's 
adult  patterns  of  homosexual  behavior  will  be  influenced  by  Mexican  or 
Anglo  homosexuality  in  spite  of  length  of  time  they  lived  in  California. 
Evidence  is  presented  about  the  effects  that  acculturation,  preference  for  a 
sexual  role  in  anal  intercourse,  and  endogamy  have  on  the  spread  of  the 
AIDS  virus  in  the  Mexican  origin  population  in  California. 


Mason,  J.,  Preisinger,  J.,  Sperling,  R.,  Walther,  V.,  Berrier,  J.,  Evans,  V.  (1991,  Summer). 

Incorporating  HIV  education  and  counseling  into  routine  prenatal  care:  A  program  model. 

AIDS  Education  Prevention  3(2):  11 8-23. 

This  article  reports  how  a  prenatal  clinic  in  a  major  urban  teaching  hospital 
has  developed  and  integrated  an  HIV  education  and  counseling  program  into 
routine  prenatal  care.  The  patient  population  served  are  predominantly 
minority   women   living  in   an   inner-city  community   that  has  been 
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disproportionately  affected  by  the  AIDS  epidemic.  Implementation  of  the 
patient  program  has  required  training  and  support  for  all  professional  staff. 
Staff  training  served  as  a  foundation  for  this  comprehensive  patient  program, 
which  has  reached  all  prenatal  patients  regardless  of  risk  behavior.  The 
program  has  succeeded  in  involving  a  large  population  of  women  in  an 
educational  program,  has  identified  HIV-1  seropositive  pregnant  women 
through  voluntary  testing,  and  has  provided  them  with  the  necessary  medical 
and  social  work  services. 

Menendez,  B.S.,  Blum,  S.,  Singh,  T.P.,  Drucker,  E.  (1991).  Trends  in  AIDS  mortality 
among  residents  of  Puerto  Rico  and  among  Puerto  Rican  immigrants  and  other  Hispanic 
residents  of  New  York  City,  1981-1989.  New  York  State  Journal  of  Medicine  93:12-5. 
This  study  contrasts  the  acquired  immunodeficiency  syndrome  (AIDS) 
mortality  experience  of  residents  of  Puerto  Rico  with  that  of  New  York  City 
residents  identified  as  either  Puerto  Rican-born  and  non-Puerto  Rican-bom 
Hispanic.  Portions  of  the  mortality  data  examined  in  this  investigation  update 
and  extend  the  data  previously  published  describing  selected  groups  in  New 
York  City  through  1987.  The  nine-year  cumulative,  age-adjusted  AIDS 
mortality  rate  for  males  was  found  to  be  5  times  higher  among  Puerto 
Rican-bom  New  York  City  residents  compared  with  residents  of  Puerto  Rico, 
and  1.5  times  greater  than  that  of  other  male  Hispanic  New  York  City 
residents.  In  New  York  City,  Puerto  Rican-born  females  had  higher  age- 
adjusted  mortality  rates  than  female  residents  of  Puerto  Rico  and  other  female 
Hispanic  residents  of  New  York  City.  Within  five  of  the  six  age  categories 
considered,  AIDS  mortality  rates  for  adult  males  and  females  are  higher  for 
Puerto  Rican-born,  New  York  City  residents. 


Menendez,  B.S.,  Drucker,  E.,  Vermund,  S.H.,  et  al.  (1990).  AIDS  mortality  among 
Puerto  Ricans  and  other  Hispanics  in  New  York  City,  1981-1987.  Journal  of  Acquired 
Immune  Deficiency  Syndrome  3(6):644— 8. 

Analysis  of  AIDS  mortality  data  for  New  York  City  for  1981-1987  reveals 
that  Puerto  Ricans  represent  the  racial/ethnic  group  most  severely  affected  by 
this  city's  AIDS  epidemic.  Cumulative  age-adjusted  AIDS  mortality  rates 
among  Puerto  Rican-born  males  are  significantly  higher  than  among  blacks, 
whites,  or  other  Hispanic  males,  and  cumulative  age-specific  mortality  rates 
for  males  are  highest  for  the  Puerto  Rican-born  in  every  adult  age  group. 
AIDS  proportional  mortality  analysis  indicates  that  in  1987  the  proportion  of 
all  deaths  due  to  AIDS  was  10  percent  among  those  Puerto  Rican-born, 
12  percent  among  other  Hispanics  (which  includes  at  least  50  percent  United 
States-born  Puerto  Ricans),  6  percent  among  blacks,  and  2  percent  among 
whites. 
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Metier,  R.,  Conway,  G.,  Stehr-Green,  J.  (1991,  November).  AIDS  surveillance  among 
American  Indians  and  Alaskan  Natives.  American  Journal  of  Public  Health 
81(11):1469-71. 

To  assess  the  human  immunodeficiency  virus  epidemic  among  American 
Indians  and  Alaska  Natives  (AI/AN),  the  authors  examined  acquired 
immunodeficiency  syndrome  (AIDS)  cases  and  seroprev  alence  data  through 
December  1990.  While  AI/AN  had  a  low  1990  reported  AIDS  case  rate,  the 
increase  in  diagnosed  cases  adjusted  for  reporting  delays  from  1989  to  1990 
was  higher  (23. 1  percent)  among  AI/AN  than  any  other  racial/ethnic  group. 
Seroprevalence  data  for  military  applicants  have  documented  higher  rates  for 
AI/AN  than  for  either  whites  or  Asian/Pacific  Islanders. 

Nickens,  H.  (1990,  April).  AIDS  among  blacks  in  the  1990's.  Journal  of  the  National 

Medical  Association  82(4):239^42. 

In  the  black  community,  many  health  indicators  are  going  in  the  wrong 
direction.  Black  life  expectancy  is  going  down.  Our  middle  class  is  growing 
but  our  poor  are  growing  also.  It  is  no  longer  even  jarring  to  talk  about 
black  males  as  an  endangered  species.  Black  women  are  groaning  under 
family  responsibilities.  It  is  appropriate  that  AIDS  be  responded  to  as  a 
crisis,  but  we  also  have  a  weighty,  preexisting  set  of  long-standing  and 
equally  lethal  healih  and  social  ills.  The  infrastructure  built  in  response  to 
AIDS  and  the  lessons  learned  from  this  disease  must  be  developed  with  this 
broader  view  in  mind. 

Rosenberg,  P.S.,  Biggar,  R.J.,  Goedert,  J.J.,  Gail,  M.H.  (1991,  February).  Back 
calculation  of  the  number  with  human  immunodeficiency  virus  infection  in  the  United 
States.  American  Journal  of  Epidemiology  133(3):276-85. 

The  method  of  back  calculation  was  applied  to  national  surveillance  data  on 
the  acquired  immunodeficiency  syndrome  (AIDS)  to  estimate  the  cumulative 
number  of  adults  with  human  immunodeficiency  virus  type  1  (HIV-1) 
infection  as  of  January  1,  1985  and  July  1,  1987.  The  authors  estimated  that, 
as  of  1985,  411,000  to  756,000  persons  were  infected.  An  estimated  32,000 
to  66,000  women  were  infected.  Compared  with  white  women,  aged  15-55 
years,  the  prevalence  of  infection  was  5.3-fold  higher  in  Hispanic  women  and 
10.2-fold  higher  in  black  women.  The  estimates  obtained  are  consistent  and 
emphasize  the  need  for  vigorous  programs  to  prevent  the  spread  of  HIV-1, 
especially  in  minority  communities. 

Selik,  R.M.,  Castro,  K.G.,  Pappaioanou,  M.  (1988,  December).  Racial/ethnic  differences 
in  the  risk  of  AIDS  in  the  United  States.  American  Journal  of  Public  Health 
78(1 2):  1539-45.  ~ 

This  study  analyzed  the  variation  in  the  risk  of  AIDS  in  U.S.  blacks, 
Hispanics,  and  other  racial/ethnic  groups  relative  to  that  in  whites 
(non-Hispanic)  by  geographic  area  and  mode  of  acquiring  HIV  infection, 
based  on  data  reported  between  June  1,  1981  and  January  18,  1988  to  the 
Centers  for  Disease  Control  and  1980  U.S.  census  data.  Relative  risks  (RR) 
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in  blacks  and  Hispanics  were  highest  in  the  northeast  region,  and  higher  in 
suburbs  than  in  central  cities  of  metropolitan  areas.  RR  in  blacks  and 
Hispanics  were  greatest  for  AIDS  directly  or  indirectly  associated  with 
intravenous  drug  abuse  by  heterosexuals,  and  were  also  high  for  AIDS 
associated  with  male  bisexuality,  suggesting  that  these  behaviors  may  be 
more  prevalent  in  blacks  and  Hispanics  than  in  whites.  Prevention  strategies 
should  take  into  account  these  racial/ethnic  differences. 


Selik,  R.M.,  Castro,  K.G.,  Pappaioanou,  M.,  Buehler,  J.W.  (1989,  July).  Birthplace  and 
the  risk  of  AIDS  among  Hispanics  in  the  United  States.  American  Journal  of  Public 
Health  79(7):836-9. 

This  study  compared  U.S.  residents  born  in  different  Latin  American 
countries,  using  the  cumulative  incidence  (CI)  of  AIDS  and  the  distribution 
of  cases  by  mode  of  exposure.  Cases  were  those  reported  to  the  Centers  for 
Disease  Control  between  1981  and  1988,  and  populations  specific  for 
birthplace  were  from  the  1980  census.  The  reference  group  was  the  white, 
non-Hispanic  population.  In  the  south  and  west,  the  rate  in  Mexican  born 
Hispanics  was  half  the  reference  rate.  In  each  U.S.  region,  the  CI  of  AIDS 
in  heterosexual  intravenous  drug  abusers  (IVDAs)  in  Puerto  Rican-born 
persons  was  several  times  greater  than  that  in  other  Latin  American-born 
persons.  Puerto  Rican-bom  persons  were  the  only  Latin  American-born 
persons  in  whom  most  cases  were  in  heterosexual  IVDAs.  The  data  suggest 
that  resources  for  preventing  AIDS  in  Hispanics  are  needed  most  in  those  of 
Puerto  Rican  ethnicity  for  AIDS  related  to  intravenous  drug  abuse. 


Stoneburner,  R.,  Laroche,  E.,  Prevots,  R.,  et  al.  (1992,  October).  Survival  in  a  cohort  of 
human  immunodeficiency  virus-infected  tuberculosis  patients  in  New  York  City: 
Implications  for  the  expansion  of  the  AIDS  case  definition.  Archives  of  Internal  Medicine 
152(10):2033-7. 

The  study  aimed  to  determine  the  prognosis  of  patients  with  HTV-related 
tuberculosis  and  survival  rates  through  1991.  It  assessed  the  clinical, 
immunologic,  and  HrV  infection  status  of  a  cohort  of  male  subjects,  aged  20 
to  44  years,  who  were  hospitalized  with  tuberculosis  but  without  AIDS  in 
New  York  City  hospitals  from  1985  through  1986.  The  58  patients  who 
agreed  to  participate  were  90  percent  nonwhite  and  had  a  high  prevalence  of 
pulmonary  tuberculosis  and  HP/  infection.  Patients  who  were  HP/ 
seropositive  had  significantly  lower  CD4  cell  counts  and,  during  the 
follow-up  period,  an  83  percent  mortality  rate  that  was  7.5  times  higher  than 
the  1 1  percent  rate  in  seronegative  subjects.  Survival  analyses  revealed  that 
the  probability  of  death  at  30  months  for  all  HIV-seropositive  subjects  was 
72  percent  and  the  median  survival  was  21  months.  For  HIV-seropositive 
subjects  with  CD4  cell  counts  of  0.2  x  10(9)/L  or  less,  the  probability  of 
death  at  30  months  was  92  percent  and  the  median  survival  was  15.75 
months.  These  data  support  the  expansion  of  the  AIDS  case  definition  to 
include  persons  with  both  pulmonary  tuberculosis  and  severe  HP/  related 
immunosuppression. 
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Thomas,  S.B.  (1990,  Spring).  Community  health  advocacy  for  racial  and  ethnic 
minorities  in  the  United  States:  Issues  and  challenges  for  health  education.  Health 
Education  Quarterly.  17(1 ):  1 3-9. 

There  is  increasing  evidence  that  wide  public  support  is  mounting  to  address 
many  of  the  major  health  problems  facing  minority  groups.  In  order  to 
modify  health  behavior  of  minorities,  health  educators  must  recognize  that 
traditional  health  promotion  activities,  focused  on  voluntary  personal  behavior 
change,  may  not  be  effective  in  reducing  morbidity  and  mortality  rates. 
Efforts  to  improve  the  health  status  of  minorities  must  include  an  aggressive 
health  policy  dimension.  Personal  behavior  change  effort  without  an  equal 
or  greater  emphasis  on  policy  change  is  tantamount  to  blaming  the  victim. 
As  health  educators  become  increasingly  aware  of  the  political  nature  of 
health  issues,  it  will  be  necessary  to  examine  the  health  status  of  ethnic  and 
racial  minority  populations  from  the  perspective  of  community  health  advoca- 
cy. 

Valdiserri,  R.O.,  West,  G.R.,  Moore,  M.,  Darrow,  W.W.,  Hinman,  A.R.  (1992,  October). 

Structuring  HIV  prevention  service  delivery  systems  on  the  basis  of  social  science  theory. 

Journal  of  Community  Health  17(5):259-69. 

In  order  to  identify  the  optimal  configuration  of  HIV  prevention  programs, 
it  is  necessary  to  examine  different  theoretical  models  of  behavior  change. 
Cognitive/  decision-making  theories  of  human  behavior  change  are  compared 
to  social  learning  theories  vis-a-vis  their  influence  on  the  structure  of  service 
delivery  systems.  Cognitive/decision-making  theories  ascribe  behavior  change 
to  the  provision  of  new  information  and  favor  the  development  of 
homogeneous  interventions  providing  clients  with  information  about  risk 
behaviors.  They  favor  multiple  heterogeneous  interventions  in  a  variety  of 
settings,  with  the  provision  of  skills  training  as  well  as  information.  Ongoing 
HIV  prevention  research  indicates  that  social  learning  theories  provide  a  more 
accurate  paradigm  of  human  behavior  change  for  the  complex  behaviors 
related  to  HIV  risk.  Public  health  agencies  must  therefore  continue  to 
strengthen  organizational  and  referral  relationships  with  community  based 
organizations  that  can  provide  the  specialized  prevention  interventions  called 
for  by  social  learning  theory. 

Wenrich,  M.D.,  Ramsey,  P.G.  (1991,  October).  Patterns  of  primary  care  of  patients 
infected  with  human  immunodeficiency  virus.  Western  Journal  of  Medicine  155(4):380-3. 
This  study  describes  the  patterns  of  care  of  patients  infected  with  the  human 
immunodeficiency  virus  (HIV),  using  data  from  two  sources.  Initial  data 
obtained  from  Washington  State  indicate  that  46  percent  of  patients  with  class 
IV  AIDS  were  seen  by  physicians  who  reported  fewer  than  five  patients  with 
AIDS,  and  68  percent  of  all  Washington  physicians  who  reported  treating 
patients  with  AIDS  have  reported  only  one  patient.  Subsequent  data  obtained 
from  a  questionnaire  distributed  in  four  Northwest  states  suggest  that 
74  percent  of  primary  care  internists  and  73  percent  of  family  practitioners 
have  limited  experience  in  caring  for  patients  with  HIV  infection.  Most 
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providers  seeing  large  numbers  of  HIV-infected  patients  in  their  practices 
were  based  in  the  region's  major  metropolitan  area.  The  results  suggest  that 
primary  care  physicians  with  relatively  little  experience  in  treating  HIV 
infection  are  providing  care  for  a  large  number  of  HIV-infected  persons. 
Further  study  is  needed  to  determine  the  extent  and  quality  of  care  provided. 
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IV.  Methods  for  the  Study  of  Racial  and  Ethnic  Health  Issues 


This  section  identifies  recent  conceptual  and  empirical  work  on  definitions  and  methods 
used  to  capture  social,  cultural,  and  psychological  factors  which  influence  patient 
outcomes  in  racial  and  ethnic  groups.  It  includes  studies  that  describe  sampling 
approaches  and  procedures,  and  use  of  the  terms  race  and  ethnicity  as  independent 
variables  in  the  research  process.  Several  articles  also  discuss  measurement  and 
contextual  issues  in  understanding  those  behavioral,  psychosocial,  and  socioeconomic 
factors  that  play  a  central  role  in  the  health  status  and  outcomes  of  racial  and  ethnic 
groups. 

Bentancourt,  H.,  Lopez,  S.R.  (1993,  June).  The  study  of  culture,  ethnicity,  and  race  in 

American  psychology.  American  Psychologist  48(6):629-37. 

The  study  of  culture  and  related  concepts  of  ethnicity  and  race  in  American 
psychology  are  examined  in  this  article.  First,  the  conceptual  confusion  and 
ways  in  which  culture,  ethnicity,  and  race  are  used  as  explanatory  factors  for 
intergroup  differences  in  psychological  phenomena  are  discussed.  Second, 
ways  in  which  to  study  culture  in  mainstream  psychology  and  to  enhance 
hypothesis  testing  and  theory  in  cross-cultural  psychology  are  illustrated. 
Finally,  the  importance  of  examining  sociocultural  variables  and  considering 
theory  in  ethnic  minority  research  is  addressed.  In  general,  it  is  proposed  that 
by  including  theory,  conceptualizing,  and  measuring  cultural  and  related 
variables,  future  research  can  advance  the  understanding  of  culture  in 
psychology  as  well  as  the  generality  of  principles  and  the  cultural  sensitivity 
of  applications. 

Blaikie,  N.W.  (1991).  A  critique  of  the  use  of  triangulation  in  social  research.  Quality 

and  Quantity  25(2):  1 15-36. 

A  common  concern  among  advocates  of  triangulation  has  been  to  overcome 
problems  of  bias  and  validity.  It  has  been  argued  that  the  deficiencies  of  any 
one  method  can  be  overcome  by  combining  methods,  capitalizing  on  their 
individual  strengths.  However,  the  use  of  triangulation  has  been  plagued  with 
a  lack  of  awareness  of  the  different  assumptions  associated  with  the  various 
theories  and  methods.  While  some  combinations  of  methods  have  been  used 
within  a  common  ontological  and  epistemological  framework,  serious 
problems  have  been  created.  After  examining  the  origins  of  triangulation  in 
social  research,  a  framework  of  sociological  perspectives  is  oudined  to 
identify  the  major  differences  in  ontological  and  epistemological  assumptions. 
Some  suggestions  are  made  about  what  needs  to  be  done  to  overcome  these 
problems. 

Brooks-Gunn,  J.,  McCormick,  M.C.,  Gunn,  R.W.,  et  al.  (1989,  February).  Outreach  as 
case  findings:  The  process  of  locating  low-income  pregnant  women.  Medical  Care 
27(2):95-102. 

This  article  documents  the  process  of  an  outreach  program  for  locating 
disadvantaged  women  who,  as  a  group,  do  not  receive  prenatal  care  early  and 
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have  adverse  pregnancy  outcomes.  Three  full-time  community  residents 
searched  for  pregnant  women  for  a  year,  being  paid  a  commission  for  each 
woman  that  they  found  who  enrolled  for  antenatal  care.  Outreach  workers 
spent  more  than  half  of  their  time  in  the  field  and  used  a  variety  of  strategies 
to  locate  women.  Their  effort,  conversion  rate,  and  yield  were  comparable 
to  those  of  private  sector  salespeople.  The  cost  per  enrolled  woman  was  high 
(although  not  higher  than  the  cost  of  additional  low  birthweight  births). 
Alternatives  for  locating  pregnant  women  are  suggested. 


Crews,  D.E.,  Bindon,  J.R.  (1991).  Ethnicity  as  a  taxonomic  tool  in  biomedical  and 

biosocial  research.  Ethnicity  and  Disease  l(l):42-9. 

This  paper  examines  definitional  issues  surrounding  use  of  the  term  ethnicity 
in  biomedical  and  biosocial  research,  and  the  ecological  and  evolutionary 
basis  for  ethnic  differentiation  in  the  human  population.  The  paper  suggests 
that  ethnicity  is  a  multiplex  concept  that  has  a  variety  of  applications  and 
definitions,  each  dependent  upon  particular  research  problems  and  situations. 
Researchers  need  to  explicitly  state  how  they  are  using  the  term  ethnicity, 
describe  if  chosen  categories  have  biological  and  sociological  implications, 
and  discuss  why  their  particular  analyses  are  needed.  This  may  help  to  limit 
conflicts  that  arise  over  the  inappropriate  use  of  ethnicity  in  biomedical  and 
biocultural  research. 


Ecob,  R.,  Williams,  R.  (1991,  June).  Sampling  Asian  minorities  to  assess  health  and 
welfare.  Journal  of  Epidemiological  Community  Health  45(2):93-10L 

The  aims  of  this  study  were  to  sample  a  specified  subgroup  of  the  Asian 
minority;  to  give  proper  representation  to  those  outside  the  areas  of 
concentration;  and  to  evaluate  the  costs  and  benefits  of  the  method.  Glasgow 
postcodes  with  varying  concentrations  of  Asians  were  sampled,  and  173 
Asians  aged  30-40  were  interviewed  after  household  screening  of  1439  Asian 
names  identified  on  the  electoral  roll.  Loss  in  effective  sample  size  due  to 
under-sampling  and  reweighing  was  4-5  percent  in  the  case  of  the  area 
sampling,  and  13  percent  in  the  case  of  the  household  sampling.  Losses  of 
potential  sample  members  through  under-registration  were  probably  less  than 
6  percent.  The  present  sampling  method  improves  on  sampling  in  areas  of 
concentration,  in  that  it  enables  dispersed  members  of  the  minority  group, 
who  differ  in  crucial  indices  of  health  and  social  position,  to  be  represented. 


Freimuth,  V.S.,  Mettger,  W.  (1990,  May- June).  Is  there  a  hard-to-reach  audience?  Public 

Health  Reports  105(3):232-238. 

The  "hard-to-reach"  label  has  been  applied  to  many  different  audiences. 
Persons  who  have  a  low  socioeconomic  status  (SES),  members  of  ethnic 
minorities,  and  persons  who  have  a  low  level  of  literacy  often  are  tagged  as 
hard-to-reach.  The  authors  identify  reasons  why  these  groups  have  been 
labeled  hard-to-reach,  discuss  preconceptions  associated  with  the 
hard-to-reach  label,  propose  alternative  conceptualizations  of  these  audiences, 
and  present  implications  of  such  conceptualizations  for  health  communication 
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campaigns.  The  authors  discuss  alternative  conceptualizations,  which 
highlight  the  strengths  of  different  audience  segments  and  encourage 
innovative  approaches  to  the  communication  process.  Recommendations  are 
made  for  incorporating  these  alternative  concepts  into  health  campaigns  and 
new  roles  for  mass  media  that  are  more  interactive  and  responsive  to 
individual  needs. 


Hahn,  R.A.,  Mulinare,  J.,  Tuetsch,  S.M.  (1992,  January).  Inconsistencies  in  coding  of 
race  and  ethnicity  between  birth  and  death  in  US  infants:  A  new  look  at  infant  mortality, 
1983-1985.  Journal  of  the  American  Medical  Association  267 (2 1:259-63. 

The  purpose  of  study  was  to  ascertain  the  consistency  of  the  racial  and  ethnic 
classification  of  infants  in  the  United  States  between  birth  and  death  and  its 
impact  on  infant  mortality  rates.  Subjects  included  all  infants  born  from  1983 
through  1985  who  died  within  a  year.  Data  from  the  national  linked 
birth/infant-death  computer  tape,  augmented  with  information  on  infants'  race 
and  ethnicity  at  death,  were  used  to  compare  the  coding  of  race  and  Hispanic 
ethnicity  at  birth  and  at  death.  Results  showed  that  inconsistency  in  the 
coding  of  race  is  low  for  whites  (1.2  percent),  greater  for  blacks  (4.3  percent), 
and  greatest  for  races  other  than  white  or  black  (43.2  percent).  Most  infants 
reclassified  at  death  (87.3  percent)  are  classified  as  white  at  death. 
Inconsistency  in  coding  is  lower  for  non-Hispanic  whites  (3.5  percent)  and 
non-Hispanic  blacks  (3.3  percent)  than  for  Hispanic  populations 
(30.3  percent). 


Hazuda,  H.P.,  Stem,  M.P.,  Haffner,  S.M.  (1988).  Acculturation  and  assimilation  among 
Mexican  Americans:  Scales  and  population-based  data.  Social  Science  Quarterly 
69(3):687-706. 

A  set  of  scales  is  described  which,  consistent  with  theoretical  perspectives, 
operationalizes  acculturation  and  structural  assimilation  among  Mexican 
Americans  as  multidimensional  processes.  Household  interview  data 
collected  between  1975  and  1982  from  residents  of  San  Antonio,  Texas 
(sample  =  2,336)  are  presented  to  establish  the  psychometric  properties  of 
the  scales  and  examine  their  interrelationships.  The  results  of  these  analyses 
not  only  provide  evidence  of  the  scales'  construct  validity,  but  offer  rich 
information  about  the  acculturation  and  assimilation  experience  of  an 
important  segment  of  the  Mexican-American  population. 


Krieger,  N.  (1992).  The  making  of  public  health  data:  Paradigms,  politics,  and  policy. 

Public  Health  Data  13(4):41 2-27. 

Public  health  data  do  not  simply  exist.  The  variables  included  or  excluded 
from  any  given  data  set  reflect  the  choices  of  individuals  and  institutions  with 
the  power  to  make  these  decisions.  Their  judgment  typically  is  guided  by 
prevailing  theories  of  disease  causation,  which  in  turn  usually  resonate  with 
their  society's  predominant  political,  economic,  and  ideological 
characteristics.  This  essay  examines  the  making  of  public  health  data  as  a 
social  process,  both  historically  and  in  the  present,  and  critiques  the  routine 
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omission  of  social  class  data  from  U.S.  public  health  data  bases,  the  treatment 
of  "race"  and  "sex"  as  primarily  biological  variables,  and  their  conflation 
with  ethnicity  and  gender.  Overcoming  these  problems  will  require  develop- 
ing social  theories  of  disease  causation  and  ending  the  pervasive  silence  about 
the  health  consequences  of  class,  race,  and  gender  inequalities. 

Kumanyika,  S.K.,  Golden,  P.C.  (1991).  Cross-sectional  differences  in  health  status  in 
U.S.  racial/ethnic  minority  groups:  Potential  influence  of  temporal  changes,  disease  and 
life-style  transitions.  Ethnicity  and  Disease  1(1):50— 9. 

Racial  or  ethnic  comparisons  reveal  marked  health  differentials  within  the 
U.S.  population.  However,  attempts  to  interpret  these  differentials  are  fraught 
with  both  conceptual  and  methodological  pitfalls  and  are  politically  charged. 
The  interpretational  issues  vary  according  to  whether  minority  groups  have 
disproportionately  higher  or  lower  risk  compared  to  whites,  and  according  to 
whether  differences  can  be  readily  explained  by  adjusting  for  recognized  risk 
factors.  Particularly  when  existing  models  are  not  sufficient  to  explain  racial 
or  ethnic  differences,  or  lack  of  differences  where  they  might  have  been 
expected  on  the  basis  of  risk  factor  profiles,  attention  to  changes  in  risk 
factors  and  disease  patterns  over  time  may  be  an  important  aspect  of  the 
analysis.  Judging  from  the  available  time-trend  data,  U.S.  minority  groups 
are  at  varying  stages  of  chronic  disease  emergence.  Attention  to  temporal 
changes  will  be  critical  if  the  increased  emphasis  on  analyses  involving  race 
or  ethnicity  is  to  serve,  rather  than  inhibit,  the  public  policy  and  scientific 
objectives  of  these  comparisons. 

Lillie  Blanton,  M,  Martinez,  R.M.,  Taylor,  A.K.,  Robinson,  B.G.  (1993).  Latina  and 
African  American  women:  Continuing  disparities  in  health.  International  Journal  of 
Health  Services  23(3):555-84. 

In  an  effort  to  assess  the  quality  of  life  experienced  by  Latina  and  African 
American  women,  this  article  provides  descriptive  information  on  racial/ 
ethnic  differences  in  women's  social  conditions,  health  status,  exposure  to 
occupational  and  environmental  risks,  and  use  of  health  services.  When 
possible,  indices  are  stratified  by  family  income  to  limit  the  effects  of  social 
class  on  the  comparison  of  racial  differences.  The  authors  provide  evidence 
that  Latina  and  African  American  women  are  more  likely  than  non-minority 
women  to  encounter  social  environments  that  place  them  at  risk  for  ill-health 
and  injury.  Although  persistent  racial  disparities  in  health  are  often  attributed 
to  the  lifestyle  behaviors  of  racial  minority  populations,  they  are  undoubtedly 
a  consequence  of  poorer  social  conditions  as  well  as  barriers  in  access  to 
quality  health  services. 

Martin,  E.,  Demaio,  T.J.,  Campanelli,  P.C.  (1990).  Context  effects  for  census  measures 
of  race  and  Hispanic  origin.  Public  Opinion  Quarterly  54(4):551-6. 

This  study  reports  the  results  of  a  split-ballot  experiment  conducted  in  1987 
to  test  two  alternative  versions  of  the  decennial  census  long  form,  which  were 
randomly     assigned     and     self-administered     in     group  sessions 
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(N  =  515  respondents).  The  order  of  race  and  Hispanic  origin  items  was 
experimentally  manipulated.  The  standard  long  form  asks  race,  then  Hispanic 
origin;  the  experimental  form  reversed  the  order  of  the  items  to  reduce 
perceived  redundancy  and  to  create  a  more  restricted  frame  of  reference  for 
the  race  item.  The  objectives  of  the  context  manipulation  were  to  reduce 
item  nonresponse  for  the  Hispanic  origin  item  and  to  reduce  reporting  of 
"Other  race"  by  Hispanics  in  the  race  item.  The  results  reflect  a  process  of 
acculturation  that  affects  how  Hispanic  respondents  apply  U.S.  racial 
categories  "white"  and  "black"  in  the  census. 

Mays,  V.M.,  Jackson,  J.S.  (1991).  AIDS  survey  methodology  with  black  Americans. 

Social  Science  and  Medicine  33(l):47-54. 

Unique  substantive  and  methodological  issues  are  involved  in  conducting 
survey  research  on  sexual  and  HIV  risk  related  behaviors  among  Americans 
of  African  descent  Problem  conceptualization,  sampling,  design  of 
instruments,  mode  of  data  collection,  interviewer/respondent  characteristics, 
community  resistance,  and  data  analysis  and  interpretation  are  discussed.  The 
lack  of  survey  research  on  sensitive  health  issues  is  noted.  Possible  methods 
for  addressing  these  issues  are  drawn  from  the  experiences  of  the  authors  in 
conducting  national  research  on  the  general  and  at-risk  black  community 
populations.  It  is  concluded  that  attention  to  these  issues  can  substantially 
improve  the  quality  of  research  on  AIDS  related  behaviors  in  black 
communities. 


McGraw,  S.A,  McKinlay,  J.B.,  Crawford,  S.A.,  Costa,  L.A.,  Cotton,  D.L.  (1992).  Health 
survey  methods  with  minority  populations:  Some  lessons  from  recent  experience. 
Ethnicity  and  Disease  2:273-87. 

This  paper  discusses  important  methodological  issues  in  conducting  health 
survey  research  in  minority  communities:  construction  of  an  appropriate 
sampling  frame,  response  rates,  attrition  from  panel  studies,  and  response 
patterns.  These  themes  are  illustrated  with  data  from  three  field  studies. 
Two  studies  focus  on  inner-city  Puerto  Rican  youth.  The  third  study  is  a 
random-digit-dial  telephone  survey  on  health  care  utilization  for  coronary 
heart  disease  by  black  and  white  adults  for  three  inner-city  neighborhoods  in 
Boston.  This  study  concludes  that  the  sociocultural  characteristics  of  the 
community  or  group  selected  for  study  must  be  considered  in  planning  and 
implementing  any  survey  research  on  minority  populations. 


Miller,    S.M.    (1987).    Race    in    the    health    of   America.    Milbank  Quarterly 

65(Suppl  2):500-31. 

Differentials  in  health  and  in  effective  access  to  health  services  cannot  be 
considered  apart  from  other  dimensions  of  life,  especially  where  public  policy 
plays  a  large  role.  In  some  areas  there  has  been  progress,  while  in  others 
discontinuities  and  inequities  prevail.  The  toppling  of  overt  barriers  of  racial 
segregation  has  not  ensured  active  inclusion  and  full  participation  for  many 
blacks.     Among  options  for  public  strategy,  a  combined  approach  of 
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consensus-building  universality  and  efficient  targeting  may  make  for  good 
policy  and  good  politics. 


Osborne,  N.G.,  Feit,  M.D.  (1992,  January).  The  use  of  race  in  medical  research.  Journal 

of  the  American  Medical  Association  267(2):275-8. 

When  race  is  used  as  a  variable  in  research,  there  is  a  tendency  to  assume 
that  the  results  obtained  are  a  manifestation  of  the  biology  of  a  racial 
difference.  Race,  as  a  variable,  implies  that  a  genetic  reason  may  explain 
differences  in  incidence,  severity,  or  outcome  of  medical  conditions. 
Researchers  lead  readers  to  assume  that  certain  racial  groups  have  a  special 
predisposition,  risk  or  susceptibility  to  the  illnesses  studied.  Since  this 
presupposition  is  seldom  warranted,  this  kind  of  comparison  may  be  taken  to 
represent  a  subtle  form  of  racism.  This  study  explores  the  practical  problems 
and  examines  the  consequences  of  using  race  as  a  category  in  medical 
research. 

Sheldon,  T.A.,  Parker,  H.  (1992,  June).  Race  and  ethnicity  in  health  research.  Journal 

of  Public  Health  Medicine  4(2):  104-10. 

Race  and  ethnicity  are  increasingly  being  used  as  variables  in  health  research. 
This  paper  gives  an  overview  of  the  research  literature  and  raises  questions 
about  the  validity  of  race  and  ethnicity  as  epidemiological  variables.  The 
tendency  to  collect  routine  ethnic  data  and  include  ethnic  variables  in  an  ad 
hoc  and  uncritical  way  in  the  United  Kingdom  and  other  countries  may  help 
transform  minorities  into  mere  statistical  categories  and  produce  data  and 
findings  which  reinforce  stereotypes.  Multiculturalist  ethnic  health 
explanations  also  tend  to  displace  more  material  explanations  of  health 
outcomes.  It  is  concluded  that  more  thought  and  care  are  needed  before  data 
are  routinely  categorized  by  ethnicity,  or  race  or  ethnicity  are  included  as 
variables  in  research. 


Wilkinson,  D.Y.,  King,  G.  (1987).  Conceptual  and  methodological  issues  in  the  use  of 
race  as  a  variable:  Policy  implications.  Milbank  Quarterly  65(Sudd1  1):56— 71. 
The  history,  reality,  and  prolonged  effects  of  racial  stratification  and  its 
supportive  ideology  in  the  United  States  require  systematic  study.  The  risks 
in  epidemiologic  and  social  science  research  involve  the  preoccupation  with 
disparities  in  health  differences;  the  attribution  of  racial  biology  and  genetic 
traits  to  virtually  all  health  spheres;  the  assumed  preponderance  of  disabling 
conditions  for  blacks;  and  the  unrelenting  focus  on  only  two  racial 
populations  despite  the  existence  of  a  multiethnic  society.  Since  health 
behaviors  are  directly  associated  with  a  group's  "way  of  life,"  they  should  be 
carefully  scrutinized  within  relevant  socio-environmental  contexts  as  part  of 
the  scientific  processes  of  discovery.  It  is  likely  that  systematic  probing 
beyond  demographic  or  constitutional  factors  will  lead  scientists  to  discover 
that  individual  attributes  such  as  race,  sex,  and  even  knowledge,  roles, 


78 


attitudes,  and  diets,  may  explain  far  less  than  will  environmental  hazards  and 
basic  structural  variables. 

Williams,  D.R.  (1990,  June).  Socioeconomic  differentials  in  health:    A  review  and 

redirection.  Social  Psychology  Quarterly  53(21:81-99. 

A  review  of  empirical  studies  reveals  a  causal  relationship  between 
socioeconomic  status  (SES)  and  health  outcomes.  Using  a  perspective  that 
combines  analysis  of  social  structure  and  personality  health  behaviors, 
psychosocial  factors  (including  stress,  social  support,  and  attitudes)  are  shown 
to  be  more  closely  related  to  health  outcomes  than  is  medical  treatment.  It 
is  suggested  that  equality  in  the  delivery  of  health  care  may  require 
fundamental  changes  in  individual  psychosocial  variables  and  the  underlying 
socioeconomic  structures  of  society.  Systematic  study  of  the  features  of  SES 
that  directly  influence  health  consequences  is  urged  so  that  effective  policy 
can  be  formulated. 
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